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“I GO A-FISHING” 


Of all people in the service of mankind, 
physicians need periodic diversion and re- 
laxation. They need a type of leisure not 
to be found in the pursuit of organized and 
commercialized sports. 

Long before St. Peter said, “1 go a-fish- 
ing” and prepared the way for the record 
of his act in the Book of books this antidote 
for the wear and tear of life’s daily routine 
was well known and regularly employed. 

Always there have been two kinds of 
fishermen. One represented by the rugged, 
suntanned, salty seamen who supply the 
easy going intelligentia and the _ socially 
elite with cod, clam, and crab, lobster, scal- 
lops and sole. While they are woefully under- 
paid in the goods of this world, they are 
wonderfully blessed by the beauties of sea 
and sky never to be found in the clubs where 
their fishes fry. Douglas in “The Big Fisher- 
man” makes clear the fact that though 
fishing for gain, they develop an intimate 
acquaintance with the God of the turbulent 
seas, “sunshine, rain and harvests”. 

But this screed is concerned with another 
kind of fisherman. Namely, those who go 
for fun and unconsciously reap material 
values. The tired physician who is un- 
acquainted with piscatorial virtues and re- 
luctant for fear of public opinion, may take 
courage in the fact that United States pres- 
idents burdened with the affairs of the na- 
tion have employed this time tried method 
of securing the stabilizing influence of con- 
templative surcease. Among them are to ve 
found the names of Cleveland, Coolidge znd 
Hoover. They were drawn close to God 
through the ways of water, sun and sod. 
Grover Cleveland was so mellowed by na- 
ture, his tolerance found expression in that 
delightful monograph, “In Defense of Fish- 
ermen”. 

In an “Etchers introduction” to Schal- 
dachs beautiful book, Fish, John Taylor 
Arms says, “It may well be that all good 
men are not fishermen, but certain am I 
that all fishermen are good men.” This phil- 


osophy makes every good physician eligible 
to walk with Izaak Walton beside peaceful 
streams with 

“Here and there a lusty trout 

And here and there a grayling”’. 

Here is an opportunity for genuine pleas- 
ure without “repentance like a sting”. Hen- 
ry Vandyke says “human _ intercourse is 
purified and sweetened by flowing murmur- 
ing water.” Robert Louis Stevenson, so long 
an invalid and so much with doctors, said, 
“There is no music like a little river’s. And 
lastly Sir it quiets a man down like saying 
his prayers.” 

Physicians who must help people meet 
the most trying experiences known to man 
should have the peace and poise that comes 
through communion with nature. Walton 
observed that “the very sitting by the river 
side is not only the quietest and fittest place 
for contemplation, but will invite the angler 
to it.” Such philosophizing at the riverside 
is a “moderator of passions,” not equalled by 
any other therapeutic potion. Certainly this 
talk of sitting on the bank suggests a can 
of worms, but for the benefit of orthodox 
anglers it should be known that even the 
Master Izaak Walton said, “The last fish 
I caught was with a worm.” Our own John 
Burroughs fished the Neversink with a 
worm. Grover Cleveland and Bliss Perry 
were likewise guilty. In the light of these 
facts there is no excuse for a _ physician, 
whether he be a piscatorial neophyte or a 
veteran with the rod. This is a sugarcoated, 
life saving, psychosomatic therapeutic agent 
available to all who are fatigued and frus- 
trated by the stress and strain of a restless 
world. 

Organized and commercialized recreation 
cannot take the place of fishing in remote 
places where genuine leisure sweetens the 
soul while the world goes by. The reader 
should not forget that this quiet, joyous ex- 
perience does not preclude the exercise of 
creative skills. The author of “Days on the 
Nepicon” says, “I never witnessed any 
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branch of outdoor recreation affording 
greater pleasure than to watch the finished 
artist place his flies so delicately and ac- 
curately that the trout regarded it as a com- 
pliment and considered it obligatory to rise 
and strike and repent.” 

Such recreation broadens the physician’s 
interest in humanity, sharpens his percep- 
tion, augments his skills, increases his tol- 
erance and enlarges his usefulness. 

The season is on — why not go a-fishing? 





STANDARDS IN MEDICINE 


Apropos the current accusation that phy- 
sicians in this country have purposely made 
medical education very difficult in order to 
hold down the number of medical grad- 
uates, the following quotation’ from the 
Boston Medical and Surgical Journal of Jan- 
uary 30, 1850 is of particular interest: 

“The London College of Physicians and 
Surgeons have decided, that, for the future, 
the candidates for their fellowship shall pass 
an examination in Greek, Latin, mathematics 
and French.” 


1. The New England Journal of Medicine. February 2, 1950 





A VOICE IN THE WILDERNESS 

Those who may wonder if doctors are op- 
posed to compulsory health insurance be- 
cause of their own personal interests will 
be interested to know that state and ter- 
-ritorial health officials have gone on record 
as opposed to government health insurance. 
Here is an expression of considered judg- 
ment on the part of physicians who are 
already working on fixed salaries and not 
fearing that the government is going to rob 
them of material rewards but rather that 
government medicine will reduce their effi- 
ciency and lessen their opportunities for 
service in the prevention of illness. We 
quote Dr. Valdo A. Getting, Commissioner 
of Public Health for Massachusetts: 

“The United States has the highest stan- 
dard of health of any country in the world, 
as the health officers said in their resolution. 
They wanted to maintain this high standard. 
They saw that the plans for government 
health insurance were poorly developed and 
made little provision for prevention of sick- 
ness. They felt that prevention comes first 
rather than waiting until people are sick 
and then paying the heavy bills for medical 
service for preventable illness. The _ state 


health officials were not anxious to expand 
their departments for the sake of having 
big departments. They were more anxious to 
do their job right.” 


April, 1950 


Q STANDS FOR QUESTION 

These days doctors have many questions 
which work up a fever, send chills up and 
down the spine and hopeless headaches to 
the seat of reason. But this one doesn’t 
come out of Washington and it’s not bu- 
reaucratic in origin. It’s Q fever, a relatively 
new disease. It was first reported by Der- 
reck in 1937. In his opinion it first appeared 
in Australia. Numerous outbreaks have 
been reported in the western part of the 
U.S., perhaps the most notable in Los An- 
geles where more than 200 cases have been 
observed. 

In the Archives of Internal Medicine De- 
cember, 1949, Brawley and Modern’ have 
given a fairly comprehensive review and 
report of 12 cases. They indicate that Bur- 
nett of Australia discovered the causative 
agent and it was named Rickettsia C. bur- 
neti by Derrick. The mode of transmission 
has not been determined. The causative 
agent is a minute gram negative organism. 
It occurs both intra and extracellularly. 

The incubation period is not known. Per- 
haps many cases go undiscovered but those 
reporting for medical care have manifested 
the symptoms of an acute infection. The 
onset, usually acute, may be insidious. 

The common symptoms are malaise, chills, 
fever, anorexia, headache, pain in the chest 
and vague general aching. Some observers 
have reported photophobia, diarrhea, joint 
pains, nausea and vomiting as initial symp- 
toms. Cough has been reported in about 
half of the cases. In most cases reported the 
symptoms have been out of proportion to 
physical signs. The duration of the fever has 
been reported as running one to two weeks. 

It is thought pneumonitis is one of the 
most common manifestations but the phy- 
sical findings are often unremarkable even 
when pneumonitis is present. Apparently 
blood counts are not of diagnostic signifi- 
cance. The white count in the 12 cases re- 
ported by Brawley and Modern ranged from 
3600 to 14,200. They reported Roentgen ray 
evidence of pneumonitis in 50 per cent of 
their cases. The sedimentation rate is ele- 
vated. The complement fixation test is con- 
sidered diagnostic. Dairy cattle and other 
animals are considered reservoirs for the 
causative agent. 

At the present time therapy rests chiefly 
upon the relief of symptoms. The antibiotics 
and sulfonamides have been employed with- 
out specific action. Aureomycin seems to be 


the most promising. 

1. Brawley, R. W., and Modern, F. W. S. Q Fever in a 
Veterans’ Hospital. Archives of Internal Medicine. 84:6:917- 
932 (December) 1949 
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DUST AND DISEASE 


Current reports of chest disease, probab- 
ly fungus, from the dust of the desert car- 
ries us back to the “curse of King Tut” 
which may have been chemical rather than 
purely psychological as suggested by some 
students of history. 

Not as a scientific solution but as a stim- 
ulus to speculation and to show there is 
nothing new under the sun you are carried 
back to the “most desolate region in all 
Egypt” and under the lamp of archaeology 
you read from Kinnaman’s “Diggers for 
Facts”, 

“The ancient Egyptians were perhaps the 
greatest chemists that the world has ever 
known, especially along the line of poisons. 
It seems a very good thing that some of their 
knowledge has been lost. If it were known 
today, there is no telling what would hap- 
pen! 

“It seems most probable that all the arti- 
facts of the tomb, the walls and floors of the 
apartments were sprayed with a very fine 
dust powder, invisible to the naked eye, 
odorless, and tasteless — POISON. When 
the fresh air rushed in after some three 
thousand years, this dust filled the tomb, 
and it was some time before it cleared. The 
‘ffect of breathing the dust was a form of 
pneumonia; but it would not ‘break,’ nor 
‘ould it be typed. Of the twenty-two men 
who entered the tomb, two are still living. 
[he deaths have spread over fifteen years. 
The last to pass was Dr. Carter (Howard 
Carter, archaeologist) himself in February, 
1939. Each man was afflicted with what ap- 
peared to be pneumonia, and heart trouble; 
but would not yield to treatment. If this 
theory be correct, then psychology must 
pass from the picture. There is a _ curse 
vritten on the tomb, and heavy penalties 
called down upon the head of anyone dese- 
‘rating and despoiling it.” 





WEDICINE PERENIALLY UNDER FIRE 
All this agitation about medicine is noth- 

ng new. It runs throughout the ages: from 
1950 BC in Mesopotania, to 1950 Washing- 
mn, D. C.; from the shifting sands of the 
uphrates to the grass clad shores of the 

Yotomac: from Nebuchadnezzer to President 
rom Hippocrates, thx ratnel ] 
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from the truth. Even political pressure can 
be met with nothing as effective as the plain 
truth about medicine’s unfailing service to 
humanity. It has weathered the rise and 
fall of all governments and all civilizations. 
If left alone it will help save and stabilize 
our own, if subjected to the rule of bu- 
reaucracy it will witness the inevitable de- 
cline and yet survive to help build another 
civilization according its wont. 





A NEW FRONT, OR WE GO OUT 
THE BACK DOOR 

It is unfortunate that physicians who in 
times past had the love and support of all 
the people must now employ non professional 
experts in public relations. Always physi- 
cians have known how to handle the sick. 
But now with more well people than ever 
before they must learn how to gain the re- 
spect and support of the well. 

Physicians must change their method of 
approach. It doesn’t require a psychologist 
to see what is going on. Without the obvious 
tactics of a labor union, physicians must 
learn how to present a united front against 
the organized politically minded groups who 
would destroy liberty and free enterprise. 
Each member of the State Medical Associa- 
tion should decide how he can best serve the 
~ause and he should stand ready to help 
preserve our way of life even at the cost 
of time and money. Physicians must cul- 
tivate the public, they must become educa- 
tors, unobtrusively they must inform the 
people as to the value of medical services 
now available and the danger of government 
control. 

The State Association should establish a 
speakers’ bureau and a training school for 
prospective speakers where knowledge and 
methods necessary to cope with current 
provlems may be acquired. 

Any physician who refuses to do what he 
can in the execution of such plans will con- 
sciously or unconsciously become a traitor 
to his people and his profession. 

The present threat of radical changes i 
medical care is serious. Even the sick can 
afford to wait while the phvsicans§ lea 


the fight in thei ye} 
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BLEEDING IN EARLY PREGNANCY” 


W. CARL LINDSTROM, M.D. 
TULSA, OKLAHOMA 


Bleeding is one of the most common, ser- 
ious complications seen in the first half of 
pregnancy. In a modest obstetrical prac- 
tice 44 patients have bled from a total of 
392 patients seen, since January 1947. If 
this can be accepted as average, one woman 
out of nine bleeds sometime in the first 
four and one-half months of her pregnancy. 

Any discussion of bleeding in early preg- 
nancy must of necessity primarily concern 
abortion, because this is by far the most 
common cause of all. There is a wide var- 
iance of thought in the profession, as to the 
proper methods for the care of the patient 
who is aborting or threatening to abort. 
Some believe that most abortions are the 
result of nature taking care of her mistakes 
and that they should not be interfered with. 
Others believe that there is a definite fetal 
salvage value, and that it is great enough 
to warrant careful, and if needed, prolong- 
ed treatment of the threatening abortion. 
There is some statistical data in the litera- 
ture to support either claim. 

Other than abortion, the causes for bleed- 
ing in early pregnancy may be, menstrua- 
tion after conception, cervical erosions, 
polyps, rupture of a varix any place in the 
birth canal, extra uterine pregnancy, fib- 
roids, carcinoma of the cervix, and 
hydatidiform mole. 

Menstruation after conception is not an 
uncoinmon phenomenon. Many patients will 
designate a date as the last normal men- 
strual period and the findings will more 
nearly coincide with a date a month earlier. 
Careful questioning will reveal that the 
period referred to was definitely abnormal. 
It is not infrequent that patients will report 
a blood stained vaginal discharge as late 
as the date of the third missed period, us- 
ually very transient in nature, and without 
other symptoms. Women report at times 
the menstrual molimen' recurring each 
month throughout their pregnancy, and 
this sensation will be found to coincide with 
the time the patient should have menstruat- 
ed. There seems to be little doubt that true 

* Presented before the Section on Surgery at the Annual 


Meeting of the Oklahoma State Medical Association May 17 
1949 


menstruation can occur during pregnancy. 
It is the rule in the maccus monkey. The 
deciduas do not fuse until the fifth month 
and ovarian function is possible in preg- 
nancy as proved by instances of  super- 
fecundation, menstrual molimenia already 
mentioned and findings at autopsy on preg- 
nant women. The diagnosis of this cause 
of bleeding is by inference usually, because 
the bleeding coincides with the date of an 
expected period and will usually cease 
promptly with bed rest. 

Cervical erosions in my experience, are a 
common cause for bleeding. This is especial- 
ly true if there has been some decidual 
change in the erosion. This bleeding often 
follows some trauma, as coetus, douches, or 
a pelvic examination. The bleeding is seldom 
severe and the bleeding points are readily 
seen on visualization of the cervix. Little 
treatment is necessary as a rule, though the 
erosion may be lightly cauterized. 

Uterine polyps may cause very trouble- 
some bleeding. They more commonly bleed 
without trauma. They certainly undergo 
decidual changes earlier than an erosion will. 
The highly vascular polyp will then bleed 
readily and rather profusely. Again, vis- 
ualization of the cervix will frequently re- 
veal the polyp. Light cauterization is usual- 
ly necessary to control the bleeding. 

Rupture of a varix in the birth canal may 
be located by speculum examination and 
certainly should be considered in the pres- 
ence of other varices in the canal. Treat- 
ment of this cause of bleeding must of neces- 
sity be completely individualized. Ligation 
of the bleeding point, chemical cauteriza- 
tion, and topical applications of coagulants 
are methods that may control this bleeding. 
Packing of the vagina for pressure is not 
indicated in pregnancy. 

Extra uterine pregnancy must of course 
be considered in all these patients bleeding 
in the very early months of pregnancy. The 
historical findings are of great importance 
in suspecting this complication. The pres- 
ence of an adnexal mass of exquisite tender- 
ness, with findings consistent with an early 
pragnancy, the bleeding warrants further 





50 








April, 1950 


investigation to complete the diagnosis of 
an ectopic pregnancy. 

Fibroids, especially if intracervical, may 
cause bleeding, and are frequently seen on 
speculum examination. The bleeding points 
can usually be controlled with chemical or 
actual cautery. Other uterine fibroids will 
be considered with the discussion of abor- 
tions. 

Carcinoma of the cervix is an infrequent 
complication of pregnancy, and of course 
may cause bleeding. Suspicious lesions are 
seen on visualization of the cervix and 
there is no contraindication to performing 
biopsies of such lesions. On proof of the 
diagnosis, the carcinoma must be treated ir- 
respective of the pregnancy. This is es- 
pecially true in early pregnancy, as_ the 
chance of getting a viable baby, even at the 
expense of the mothers life, is very poor. 

Hydatidiform mole is at best not easy to 
diagnose. This condition should be suspected 
when there is irregular bleeding throughout 
the pregnancy, rapid growth and globularity 
of the uterus, abdominal pain, a soft elastic 
feel to the uterus, absence of fetal body or 
small parts, absence of movement, symp- 
toms of toxemia, and the general evidence 
of illness. Vaginal metastasis may be 
found. The reaction to the Ascheim-Zondek 
of the Friedman test is more strongly posi- 
tive than in normal pregnancies. The treat- 
ment for the mole is to empty the uterus 
as soon as the diagnosis is established. A 
very careful followup of these patients is 
important to detect the possible development 
of a chorioepithelioma. 

Because of the frequency of abortion 
every patient bleeding in the early months 
of pregnancy must be considered as threat- 
ened with abortion until proved otherwise. 
This is as it should be, but it does not re- 
lieve the attendant of his responsibility of 
ascertaining the patient’s true condition. Cer- 
tainly the least one can do is to inspect the 
cervix. This simple procedure may clarify 
the problem immediately, and thus relieve 
the patient’s apprehension or confirm her 
suspicions. 

While such an examination may not read- 
ily diagnose other specific causes, it may 
definitely settle the question of threatened 
abortion and serve as a guide to treatment. 

In discussing the problem of threatened 
abortion, it is well to consider some of the 
causative factors. This, to some extent may 
determine the prognosis of the pregnancy. 
These factors may be considered under the 
following headings; mechanical, endocrine, 
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and disease of the ovum. 

The mechanical factors which may threat- 
en abortion are; simple and fixed retrodis- 
placement of the uterus, ovarian tumors, and 
uterine tumors. 

Simple retrodisplacement of the uterus 
infrequently causes trouble. At times how- 
ever, the uterine enlargement fills the pelvis 
and the sacral promentory prevents the es- 
cape of the large uterus from the pelvis. 
In an attempt to dislodge itself, contrac- 
tions begin of sufficient force to break the 
placental attachment, and bleeding follows. 
In this series of 44 bleeding patients, two 
have been seen who fit into this category. 
One of these patients aborted. The other has 
remained pregnant and the pregnancy is 
progressing satisfactorily. The patient who 
aborted has since carried a pregnancy to 
term without difficulty. Prior to the second 
conception, the uterus was replaced in an- 
terior position and held with a pessary. The 
pessary was left in place until the uterine 
enlargement was sufficient to prevent its 
being retrodisplaced again. 

Fixed retrodisplacement is a much more 
common cause for abortion. Adhesions about 
the uterus of sufficient density to restrict 
the enlargement of the uterus will stimulate 
contractions, and the subsequent detach- 
ment of the pregnancy and usually its loss, 
in spite of all attempts to prevent it. Preg- 
nancies that go to term in patients with 
this condition frequently present very ser- 
ious problems in the last trimester and in 
labor. In this series, there is one patient who 
it is believed fits in this category. She has 
lost two pregnancies at approximately 14 
weeks, and is again pregnant. She is under 
treatment as will be discussed, and is now 
approximately 13 weeks pregnant, and hav- 
ing no trouble as yet. Her pregnancies have 
been so rapid that removal of the suspected 
adhesions have not been possible. 

Ovarian tumors may cause abortion. Ad- 
hesions about the tumor may incarcerate the 
uterus in the pelvis, and the tumor by its 
size alone may produce the same problem. 
Rupture of cysts, especially dermoids mar 
cause local peritonitis, which may stimulate 
the uterus to empty itself. None of the re 
ported in this series were in this category. 

Uterine tumors, the most common of 
which is the fibroid, may mechanically stim- 
ulate the uterus to contractions. This is 
especially true of deep intramural or sub- 
mucous fibroids. Apparently, under the stim- 
ulus of the pregnancy, the tumors grow and 
protrude into the uterine cavity enough to 
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act as a foreign body and cause the uterus 
to empty itself. Though not included in this 
series, I have seen one patient who had re- 
peated abortions for which no cause could 
be ascribed. At the time of surgery for 
another condition, a deep intramural fibroid 
was found and removed. Following this, she 
carried a pregnancy to term without diff- 
culty, and has since had a hysterectomy for 
multiple fibroids. At no time prior to surgery 
could a fibroid be suspected by the usual 
examinations. Subserous fibroids, especially 
if located in the lower portion of the corpus, 
may grow enough under the stimulation of 
pregnancy to prevent the uterus from escap- 
ing from the pelvis. The result is hard con- 
tractions and some bleeding from placental 
detachment. There is one patient in this 
series who had a threatened abortion due 
to this cause who went to term uneventfully 
after the uterus raised out of the pelvis. 
Another case is suspected of having a sub- 
mucous fibroid on the basis of the findings 
at the time of curettage following her abor- 
tion. Further diagnostic study is to be done 
to determine whether or not this was the 
cause. 

Endocrine factors that are considered the 
basis of bleeding or threatened abortion are 
thyroid deficiencies, and progesterone de- 
ficiencies. The latter probably is primarily 
due to anterior pituitary deficiencies. 

Thyroid deficiences though minimal are 
thought to be a definite factor in threatened 
abortions. This is largely by inference. Pa- 
tients who have had one or more abortions 
elsewhere have been found to have low basal 
metabolic rates, and the administration of 
thyroid has improved their sense of well 
being and in many instances followed by 
completely uneventful pregnancies. In this 
series it has been impossible to point out the 
exact results from the administration of 
thyroid, as it is routine to determine the 
basal metabolic rates of all pregnant pa- 
tients and give thyroid. to those who have 
low rates. It seems to be logical that good 
results may be expected in the low rate 
groups when one sees the good results in 
many bleeding disturbances in non pregnant 
patients from the administration of thyroid 
and no other treatment. 

Progesterone deficiencies are the most 
common cause of bleeding in endocrine 
.group of patients. The deficiency may be 
suspected from the body type of the pa- 
tient. They are usually short in stature, es- 
pecially short legs as compared to the 
trunk, small breasts and have male hair dis- 
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tribution. Their menstrual cycle is usually 
normal and sterility does not seem to be a 
problem in this group of women. The pa- 
tient with the hyperirritable uterus is con- 
sidered to be in this group. This is a very 
commonly seen complication. The normally 
pregnant uterus should not contract with 
sufficient intensity to cause pain. Many pa- 
tients, though, do have painful uterine con- 
tractions in the early months of pregnancy. 
It is my belief that to ignore these painful 
contractions is to encourage the patient to 
bleed or threaten to abort. Patients, who 
have previously lost pregnancies, will vol- 
unteer the information that this is the way 
the previous miscarriage started. Because 
of this all patients who report painful con- 
tractions are treated until they are com- 
pletely controlled. Many of the patients in 
this series have had some treatment but 
are not included in the 44 cases of* bleed- 
ing or threatened abortion. It is of interest 
that threatened or actual premature labor 
is very frequent in these patients with the 
hyperirritable uterus. In this series 15 pa- 
tients are in the category of uterine hyper- 
irritability. Four pregnancies were aborted, 
five were delivered of viable babies one of 
which was premature, six are still pregnant 
and three of these are at or past the time 
of viability. 

Another common form of progesterone 
deficiency which may be the cause of bleed- 
ing and/or threatened abortion, is apparent- 
ly due to an inadequate secretion of the hor- 
mone. The patients do well until near the 
third month of pregnancy when it is be- 
lieved the secretion of progesterone is pri- 
marily from the placenta rather than’ the 
corpus luteum. Near this time the patient 
begins to bleed and cramp and present a 
difficult probiem to get under control. Seven 
patients in this series are believed to be in 
this category. Of the seven, five aborted and 
the remaining two were delivered at term. 

Diseases of the ovum are undoubtedly re- 
sponsible for the bleeding and loss of many 
pregnancies. As mentioned earlier many 
workers in this field believe nearly all abor- 
tions are on this basis. They report that 
there is a greater proportion of abnormali- 
ties from these patients wo do go to term. 
This is not agreeable to all however. Falls 
and co-workers report over 1000 cases of 
threatened abortion and premature labor 
delivered at or near term following therapy 
without an increase in abnormalities among 
the infants. 


Diseases of the ovum are manifest in 
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many ways. The improperly formed fetus 
or the diseased fetus is one of the manifes- 
tations of diseases of the ovum. Faulty im- 
plantations and non fatal errors of placenta 
formation are also due to diseases of the 
ovum. This is fully discussed in the stan- 
dard texts. Thus it is felt that a certain 
percentage of the patients in this group 
have a salvage value. The treatment to be 
outlined herein has yet to prevent the loss 
of a definitely abnormal or dead fetus. 
There has been some delay in the expulsion 
but none have been prevented. Thus, it is 
felt that there is no interference with nature 
correcting her mistakes. Fifteen patients in 
this series were believed to be in this cate- 
gory. Ten of these were aborted, four were 
lelivered at term, and one is now pregnant. 

The treatment used in this group of pa- 
ients has been based on the premise, that 
xy controlling the contractility of the uterus 
n threatened abortion for a sufficient time, 
he natural processes in the pregnancy will 
‘orrect the defects and allow the pregnancy 
o continue. This has been applied in this 
eries, and found to be adequate in a reason- 
ible number of cases. It has also been ob- 
served that in the event of the death of the 
regnancy, the treatment does not prevent 
he expulsion of the products of the gesta- 
ion though the expulsion may be delayed. 
No ill effects have been observed from this 
elay in final loss of the pregnancy while a 
ew pregnancies thought to be surely lost 
ave progressed to term with good babies 
lelivered. 

The usual procedure followed in treating 
hese patients is as follows. Those who have 
iad previous abortions are given vitamin 
E’ in dosages of 300 mgm. daily. Basal 
netabolic rates are determined on all pa- 
ients, and those in the low rate group are 
viven thyroid extract to the point of tol- 
erance. Vitamin ‘C’ has been suggested in 
he care of these patients because it may 
reduce the bleeding tendencies. This has not 
een followed in this group of patients, 
hough all patients are given a poly-vitamin 
‘apsule containing the daily minimum re- 
juirements of all the vitamins. Any com- 
plaints of cramping and or spotting are 
mmediately treated with products of the 
‘orpus luteum. This substance is repeated 
is frequently as is indicated by the patient’s 
esponse. An attempt is made to keep the 
herapy on a semi-ambulatory basis, though 
‘rank bleeding demands absoulte bed rest 
n conjunction with the above mentioned 
reatment. This treatment, as outlined, is 
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continued as long as is necessary to determ- 
ine the outcome of the pregnancy. 

Progesterone apparently has a dual ac- 
tion. The first is a hormone that produces 
the secretory changes in the endometrium, 
and the other a hormone that relaxes smooth 
muscle and inhibits uterine muscle to con- 
tract. In the group treated the first half of 
this period progesterone was used and with 
adequate results. However, the relaxing 
quality of the progesterone used seemed to 
vary considerably and the secretory hor- 
mone was thought to be of no particular 
value in this problem. One group, who used 
endometrial biopsies to determine the fate 
of threatened abortions, could see no bene- 
ficial effect on the endometrium of these pa- 
tients studied who had _ received some 
progesterone therapy. Another group re- 
ported the effectiveness of an aqueous ex- 
tract of the corpus luteum* insofar as the 
relaxing qualities were concerned. This 
product has been used in this series for ap- 
proximately the last half of the time covered 
in this report and with very satisfactory 
results in producing the desired relaxation 
of the uterus. There is no question that the 
product contains the relaxing substance or 
hormone. The evidence given in the work 
of Falls et al can readily be observed in 
the office without resorting to elaborate 
studies. The uterus of many of these pa- 
tients is palpably contracted and following 
the administration of the substance will re- 
lax and remain quiescent for several hours 
to several days. Patients, who are obviously 
expelling an early pregnancy, can be re- 
lieved of the contractions for several hours, 
though as mentioned earlier the eventual 
expulsion is not affected. So called spastic 
dysmenorrea can be temporarily relieved 
with the same substance. This product has 
several definite advantages over the proges- 
terone products in treating this problem. It 
is relatively inexpensive, it can be given in- 
travenously as well as intramuscularly and 
large doses can be given. I have used as 
much as 20 cc in a single intravenous dose. 
There have been no reactions observed in 
the use of this product. 

Estrogenic substances, especially the syn- 
thetic products, have been used in a similar 
manner in this same problem. I have had 
no experience in their use. 

Vitamin ‘E’ has been uesd very success- 
fully in animals in preventing loss of preg- 
nancies. Its value in man has not been so 
clearly established, and there is much dif- 
ference of opinion as to its value. Its use is 
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apparently not harmful and on the basis of 
the animal work may be of value. There is 
no contraindication to its use. 


Morphine and its products have been 
used rather extensively in treatment of 
threatened abortion and early bleeding. Mor- 
phine enhances the contractility of the 
uterus in early pregnancy, thus should be 
avoided in these patients. In late pregnancy 
morphine definitely inhibits uterine contrac- 
tions. 

Since January, 1947, 44 patients de- 
veloped the complication of vaginal 
bleeding in the first half of pregnancy and 
required treatment. This represents ap- 
proximately 12 per cent of all pregnancies 
seen in this period. Of the 44 patients, 20 
miscarried, 12 before treatment could be 
instituted; (seen first with inevitable abor- 
tion or failed to report the bleeding soon 
enough.) ; three proved to be ectopic preg- 
nancies; 12 delivered viable babies; nine 
are now pregnant and under treatment. 
There have been no abnormalities among 
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the infants, there were no fetal deaths 
among those going to viability. The fetal 
salvage justifies the effort involved and is 
extremely gratifying. 

SUMMARY 


1. Some causes of vaginal bleeding in 
early pregnancy have been discussed. 

2. Many of the causes of threatened abor- 
tion have been discussed and a method of 
treatment presented. 

3. Fetal salvage of 27 per cent of all 
pregnancies threatening to abort has been 
attained by the method of treatment pre- 
sented. Excluding those patients still preg- 
nant the fetal salvage has been 35 per cent. 
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COMMON COMPLAINTS OF PREGNANCY* 


L. C. NortHRUP, M.D., F.L.C.S. 


TULSA, OKLAHOMA 


Although I have had thirty years exper- 
ience in the management of pregnancy I 
know of no magic and have no secrets. I 
am just going to tell you what we are do- 
ing at the present time for a few of the 
common complaints that arise during an 
average pregnancy. Many of the common 
complaints of pregnancy have no direct re- 
lationship to the pregnancy. Of course, many 
times a pregnancy will aggravate these 
complaints, if they already exist. We must 
realize too that most of these complaints are 
interlocked and interwoven with each other 
and that there is no specific cause and there- 
fore no specific treatment for most of them. 

I am convinced that the women who are 
in the best condition generally have the 
fewest complaints. Our first step is to give 
the patient a complete and thorough exam- 
ination. The examination that we give these 
patients now includes a basal metabolism 


*Presented before the Section on Surgery at the Annual 
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test, compete blood counts, RH factor, was- 
serman, urine examination, blood pressure, 
chest X-ray, throat and chest examination 
and pelvic examination. We write down 
everything that needs attention and try to 
correct all of the deficiencies as soon as 
possible. If this can be done early, it is sur- 
prising how few complaints will develop in 
the average patient. 

The first and by far the most common 
complaint of early pregnancy is nausea and 
vomiting. I am constantly impressed with 
the fact that this complaint is becoming less 
frequent as years go by. It has been over 10 
years since I have found it necessary to 
interrupt a pregnancy because of hyper- 
emesis. It has been over six years since I 
have hospitalized a patient because of this 
complaint. This, to my mind, bears out the 
statement that I just made that healthy 
patients are less apt to have complaints. 
Getting the patient in good, general health 
as soon as possible is of primary impor- 
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tance. 


Our present management of hyperemesis 
is as follows: We give the patient a pre- 
scription for luminal tablets, grains one and 
one-half, number 12 with instructions to 
break the tablets into two pieces, take a 
half before arising in the morning and 
another half at bedtime. In extreme cases 
this can be increased to one whole tablet if 
necessary. In addition to this, we give large 
doses of Vitamin B complex intravenous 
every three or four days until they are com- 
pletely relieved. These two things take care 
of the larger majority of the cases of hyper- 
emesis. If, however, there is a_ persistent 
nausea, we add 20 cc. of 50 per cent glucose 
to the Vitamin B complex and give ‘it intra- 
‘renously. This can be repeated every two or 
hree days until relief. If there is a marked 
nerease in the amount of secretion in the 
nouth and throat, we have found elixir of 
lonnatal, one teaspoon twice a day will 
ften dry up this hypersecretion and this 
elps to relieve the nausea. Donnatal con- 
iins hyoscyamus and atropine with 14 
rain of phenobarbital. 

The next complaint that is usually called 
» our attention is discharge. A superficial 
rosion of the cervix can be safely cauter- 
ed early in pregnancy, but, I would not do 

radical cauterization for fear of producing 
bortion. We urge the patients to take vine- 
ar douches every day throughout the pre- 
atal period. For Trichomonas I have found 
othing better than Devegan tablets. These 
an be inserted in the vagina after douching 
nd will control most of the cases of Trich- 
monas. For the Monilia, we use douches 
ith tincture of iodine, one teaspoon to one 
uart of water instead of the vinegar. This 
ollowed by a Devegan tablet. Most of these 
ases are mixed infections. 

Pain in the lower quadrant in the early 
nonths of pregnancy is usually due to the 
resence of the corpus leutum. This symp- 
om usually disappears with the disappear- 
nee of the corpus leuteum. Another cause 
‘ff pain is varicosities in the broad ligament. 
‘his is more common in multiparas. A 
imple word of explanation will usually al- 
iy the patient’s fears about this pain. How- 
ver, it is important in all cases to rule out 
ny possible infection in the appendix or the 
idneys. We often prescribe aspirin or 
henaphen tablets to give the patient some 
mporary relief. Pain in the lower back 
nd pelvis and legs during the latter months 
f pregnancy is usually relieved by a prop- 
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erly fitted maternity corset. I do not urge the 
patients to purchase corsets unless they are 
quite uncomfortable because I think that 
the corset serves no useful purpose except 
for comfort. 

Cramps in the calf of the leg and in the 
feet are usually due to calcium deficiencies 
and can be relieved by increasing the cal- 
cium by mouth or in extreme cases giving 
a dose or two of calcium intravenously. We 
use calcium gluconate for the intravenous 
because of its safety. Severe uterine cramps 
will often respond to the same treatment. All 
of our patients take at least two nutritive 
capsules a day. 

Frequency and dysuria the latter months 
of pregnancy in the absence of kidney or 
bladder infection will often be relieved by a 
properly fitted corset. If we find pus in a 
catheterized specimen, we will give Man- 
delamine, two tablets after meals and at 
bedtime for ten days with instructions to 
leave off all citrus fruits while taking the 
Mandelamine. They are also instructed to 
discontinue all other medicine, such as cal- 
cium during the Mandelamine treatment. 

Swelling in the vulva, legs and feet is 
often relived by a corset. Generalized swell- 
ing usually means water retention and calls 
for a cut in the intake of salt, and of course, 
careful investigation for other signs of early 
toxemia. 

Phenaphen is our choice for the relief 
of ordinary headaches of pregnency. These 
tablets contain aspirin, phenobarbital, bel'a- 
donna and phenacetin. They give soothing 
relief to most nervous headaches. 

Insomnia, the latter months of pregnancy 
is a very distressing symptom to many pa- 
tients. We use a half a tablet of luminal at 
bedtime. It is apparently not harmful to 
the baby. 

For constipation during pregnancy, we 
use agarol, two teaspoons at bedtime. If this 
is objectionable, we prescribe bilron cap- 
oules, one or two at bedtime. Of course, 
there are many other safe laxatives. 

For heartburn we have found = gellusil 
liquid most effective. Two teaspoons before 
breakfast, between meals and at bedtime for 
a few days will be appreciated. 

The most distressing complaint of most 
patients after the baby is born is after 
pains. If the uterus is allowed to become dis- 
tended with blood it requires severe cramp- 
ing to expel the blood clots. If, however, the 
uterus is kept contracted, there will be very 
little cramping because there are no blood 
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clots. For this purpose, we use ergotrate 
tablets by mouth every four hours for the 
first 24 hours and then twice a day for six 
to eight days. We have found that ergotrate 
will often relieve headache and backache 
that occurs post-partum. Ergotrate hastens 
involution and checks excessive bleeding. 

Painful stitches can be best prevented by 
careful suturing. During 30 years, I have 
tried the various types of episiotomies and I 
am convinced that a midline episiotomy is 
easier to repair and gives far less post- 
partum discomfort than any other type. 
Heavy sutures placed through penetrating 
the skin and tied tightly are very painful. 
I do not approve of tension sutures of any 
kind. We use triple 0 chromic cat gut. The 
stitches are all subcutaneous or subcuticular. 
These stitches should not be tied _ tight. 
There are no stitches to remove. Our pa- 
tients have very little pain. Early ambula- 
tion helps. A little diathene ointment on the 
perineum and around the rectum helps to 
relieve the painful hemorrhoids and any ir- 
ritation that might occur along the line of 
incision. 

To prevent painful and engorged breasts 
in patients who are not going to nurse the 
baby, we use stilmestro]l 25.0 mg. one tablet 
a day for 10 days. This does not work 
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‘*Is Cancer a Danger to Your Child?’’ — by Groff 
Conklin — Woman’s Home Companion, March, 1950. 

This is another of those sensational-scare type articles 
so frequently published in lay publications. However, 
most of them do a little good even though the public 
drives the physician distracted, because the parents are 
more conscious of the fact that it can happen, and if 
only one life is saved, it is worth some heckling. The 
six rules that are given to parents in this article are 
excellent. 

‘*Kight New Tests for Cancer’’ by J. D. Rateliff 

Today's Woman, March, 1950. page 42. 

Have you ever read an article with dynamite wrapped 
up in it? If you have or haven’t read this one, you 
can hear the fuse sizzling. All the new tests and ideas 
of cancer detection are given from Papinicoloau to 
blood serum coagulation and zymohexase. The figures 
that are quoted leave a false impression of accuracy of 
these tests. In remarking about Drs. Langman and 
Burr’s electronic device it stated that 616 patients were 
checked and the apparatus in each of these said no 
cancer was present, but more careful checks by other 
methods found the disease in five of the cases. ‘* This 
is an indicated accuracy of 99 per cent,’’ according to 
the author. Oh, for a Palmer neuro-colometer! This 
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on every patient, but, it is of some help and 
the patient feels that you are trying to do 
something to help this situation. 


I know of no satisfactory treatment for 
the cure of cracked, bleeding nipples if the 
baby is allowed to nurse. There is apparent- 
ly not time enough between nursings for the 
nipples to heal and these cases will almost 
invariably become infected if they are allow- 
ed to go on. So, if the nipples become crack- 
ed, we usually discontinue nursing until they 
are healed. 


Inability to void is best treated by allow- 
ing the patient to go to the bathroom and 
sit on the stool. This does less harm than 
repeated, catheterizations. 


Our patients are always checked at the 
end of two weeks and if the uterus is not 
contracting down as fast as it should, the 
patient is given more ergotrate. At that 
time she is allowed to start her douches 
again. 

At the end of six weeks the patient is 
given a complete final examination. If the 
uterus is not in perfect position, the pa- 
tient is given a pentothal anesthetic and the 
uterus is placed in normal position and any 
erosion or damage to the cervix is taken 
care of by cauterization. 


IN THE NEWS 


Points, M.D. 


sort of article will give a great many patients a fake 
sense of security or be a boon to quackery and it 
should be read by every physician so he can explain it 
to the patients until the tests are proved good or ba 
by more abundant and thorough research. 

‘*Childhood Diseases’? — by Harriet Hester 
Today’s Woman, March, 1950. page 48. 

An old wives saying, ‘‘Let Jimmy catch it and get 
through with it,’’ 
the question, ‘‘Should your healthy child be deliberately 
exposed to the childhood diseases’’. Nearly all of thes 


is very justly discussed concerning 


diseases are discussed and the reasoning for or agains 
purposely exposing a healthy child to them. In m) 
opinion this is a very fair article and one that will ai 
the physician in his dealings with the parents. 

** Endometriosis’* — by Maxine Davis Good House 
keeping, Mareh, 1950. page 15. 

This article is by far one of the best written about 
any technical medical subject wholly for lay consump 
tion and by a lay author. It gives a good, simple, con 
cise explanation of the theories of etiology, pathology 
and the different treatments used or advocated. In fact 
the physician would do well to read this so he could 
more simply explain this condition to the patient 
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CLINICAL AND LABORATORY CONSIDERATIONS IN THE 
DIAGNOSIS OF PANCREATIC CANCER 


J. EDWARD BERK, M.D., Sc.D. 


PHILADELPHIA, PENNSYLVANIA 


Potentially curative operations for cancer 
if the pancreas are now surgically feasible. 
“or these surgical advances to be effectively 
ranslated into terms of lives saved, how- 
ver, early diagnosis is essential. Yet, the 
liagnosis of cancer of the pancreas is no- 
oriously tardy. In this presentation some 
f the causes for this delay will be consid- 
red and some highlights of the clinical and 
aboratory features of the disease will be 
iscussed. It is hoped therefrom to stimu- 
ite interest in the disease and its manifes- 
ations to the end that it may become recog- 
ized earlier. 

Many reasons may be advanced to explain 
ne delay in diagnosis of pancreatic cancer: 
1e gland is difficult to examine by ordinary 
hysical means; it cannot be directly visua- 
zed by x-ray; the presently available tests 
f pancreatic function afford no etiologic 
nformation; and we have become attuned 
) the late rather than the early manifesta- 
ions because the clinical picture as we know 
t has been drawn from patients with ad- 
anced stages of the disease. Still another 
actor operative in delaying diagnosis is the 
ersistence on the part of physicians of mis- 
aken notions regarding the clinical picture 
f cancer of the pancreas. 

A few years ago I conducted a poll in an 
ittempt to learn something of the ideas then 
ntertained regarding the clinical features 
ff pancreatic cancer'. Four groups of people 
vere purposely selected for questioning be- 
ause it was felt they would probably best 
eflect current medical thinking. These 
roups consisted of (1) fourth year medical 
tudents, (2) residents and interns, (3) 
raduate medical students, and (4) general 
ractitioners who had been in practice for 
ve years or less. In all, 120 individuals who 
ad graduated or were about to graduate 
rom 34 different medical schools in the 
‘nited States and Canada were polled. After 


the nature and purpose of the poll was first 
explained without the disease in question 
being mentioned, each person was asked 
what feature he associated most closely in 
his mind and expected to find most often in 
patients with cancer of the pancreas. It was 
thought that the answer, however crude an 
index, would still afford insight into the 
thinking processes of alert and_ recently 
trained physicians. It would appear reason- 
able to assume, at least, that these people 
would be apt to think of the disease when 
the feature selected by them was present 
and apt to overlook it if it was absent. 


Painless jaundice was selected as the out- 
standing feature by 43 per cent of those 
polled’. An additional 49 per cent favored 
jaundice without qualification as to the pres- 
ence or absence of associated pain. Hence, 
92 per cent of the group polled were of the 
opinion that jaundice, with or without pain 
but more especially painless, was the out- 
standing feature of carcinoma of the pan- 
creas. 

Equipped with this information, the next 
step was to determine the manifestations of 
the disease as they actually occur in clinical 
and hospital practice. To do this, the litera- 
ture up to the year 1941 was surveyed and 
the established cases of cancer of the pan- 
creas seen at the Graduate Hospital of the 
University of Pennslyvania from 1925 to 
1941 were analyzed. 

This review made it clear that any at- 
tempt to depict the clinical picture of pan- 
creatic cancer, however careful, must at 
best be imperfect. The incidence of the sev- 
eral signs and symptoms vary considerably 
depending upon the source of material. For 
example, if cases selected for review come 
from surgical institutions or represent pa- 
tients who were operated upon, the incidence 
of jaundice is higher than in autopsy series 
since jaundice is a symptom commonly lead- 
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ing to surgical intervention. Similarly, the 
signs and symptoms vary in their incidence 
depending upon the portion of the gland pre- 
dominantly involved by tumor. This in turn 
is variable depending upon the method of 
establishing the site of dominant involve- 
ment. Thus, significantly fewer cases show 
involvement of the head when diagnosis 
rests on post-mortem examinations than 
when diagnosis is based entirely on the find- 
ings at operation. Yet, the clinical picture 
described in the literature for cancer of 
the pancreas confined to the head, or to the 
body or tail, is founded to a considerable de- 
gree upon cases in which the site and extent 
of involvement was established purely and 
simply from operative observations. 

Another shortcoming in any attempt au- 
thoritatively to establish the clinical picture 
of carcinoma of the pancreas, is the fact 
that tumors which appear to have their ori- 
gin in the pancreas many times prove in- 
stead to have arisen from the bile ducts or 
the other structures in the ampullary area. 
Since the diagnosis in many cases reported 
in the literature was established on the basis 
of unconfirmed surgical operations, it is ob- 
vious that the data from which we must 
construct the clinical picture very likely con- 
tains inaccuracies. 

In view of these considerations, it was 
thought best to forego any attempt to dif- 
ferentiate cancer of the head from cancer 
of the body or tail of the pancreas. It seem- 
ed a better approach for the time being 
to amalgamate all of the available data into 
a single composite picture, Such an approach 
was adopted subsequently by other inves- 
tigators with remarkably similar findings? *. 
This not only lends support to the data ob- 
tained earlier by me, but indicates that these 
data are still valid. 

CLINICAL FEATURES 

Cancer of the pancreas, generally speak- 
ing, is a disease of rapid course. The aver- 
age interval from time of onset to hospital- 
ization is six month with an average of some 
seven months from onset to death’. The di- 
sease affects older people predominantly and 
is more common in males than in females. 


The outstanding symptoms in order of 
frequency are weight loss, pain, and jaun- 
dice'?*, Weight loss is almost invariably 
present and is notable for its degree and 
rapidity. 

Pain is described by about three out of 
four patients at one time or another during 
the course of observation. It occurs more 
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often when the body or tail is involved than 
when the head alone is affected. Even so, 
pain is still a common symptom when the 
growth appears to be confined to the head? *. 
While pain in pancreatic cancer has many 
interesting features, it has no special char- 
acteristic by which it may always be recog- 
nized. It varies in its character but is usual- 
ly constant and of a fair degree of severity. 
It most often is situated in the upper ab- 
domen and frequently radiates into the back. 
Exaggeration at night or when the patient 
is recumbent is very characteristic. At these 
times, the patient frequently sits up, leans 
forward or actually walks about the room 
in a stooped-over fashion in an attempt to 
achieve some degree of relief. Still another 
noteworthy feature is a tendency for the 
distress not infrequently to mimic duodenal 
ulcer. Indeed, duodenal ulceration may ac- 
tually be associated with -pancreatic cancer, 
either as a independent lesion or secondary 
to invasion of the duodenum by the tumor. 


Jaundice occurs less often than pain as an 
initial symptom, as a chief complaint, and at 
some time or other during the course of ob- 
servation'?*. Not only is it less frequent 
than pain, but when both symptoms develop 
in the same individual, pain precedes jaun- 
dice much more often than not. Moreover, 
this obtains even when the head is the site 
of dominant involvement'*. When the car- 
cinoma is confined to the body or tail, jaun- 
dice is seen less often than when the head 
is the principal site of involvement. On the 
other hand, jaundice does not invariably ap- 
pear when the head is affected. In about 
one-fifth of the cases gathered from the lit- 
erature of carcinoma seemingly restricted tc 
the head, jaundice was not evident at any 
time’. 

In view of the outstanding frequency of 
pain, it is not surprising to find that painles: 
jaundice actually occurs in a minority of the 
cases of pancreatic cancer. Only one-fourtl 
of the patients encountered at the Graduat« 
Hospital had painless jaundice when firs’ 
seen and in many of them pain sooner 0! 
later supervened. The relative infrequenc) 
of painless jaundice deserves to be empha 
sized, particularly since so many of the peo 
ple polled selected it as the outstanding fea 
ture of the disease. 


Among the other symptoms which occu 
with a fair degree of frequency, diarrhea i: 
worthy of special mention. Although in poin 
of actual frequency diarrhea is less com 
mon than constipation, nevertheless the ra 
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tio of constipation to diarrhea in this disease 
is much less than that in ordinary clinical 
practice. Every so often, diarrhea is the 
heralding manifestation of pancreatic can- 
cer. Friedenwald and Cullen were so im- 
pressed by this symptom they recommended 
that cancer of the pancreas be suspected 
whenever persistent diarrhea is seen in a 
patient of middle life or older for which no 
adequate explanation can be found’. 

Some patients with pancreatic cancer 
present an interesting group of mental 
symptoms consisting principally of anxiety, 
»bstinate insomnia, depression with crying 
spells, and an overwhelming fear of impend- 
ing disaster®. These symptoms are by no 
neans specific nor in any way limited to 
‘ancer of the pancreas. Nevertheless, they 
leserve to be looked on as suspect, especial- 
y if they appear without obvious cause in 
in older person and more especially if they 
ire associated with abdominal or back pain. 
‘ar too often, pain in a person with such 
ervous symptoms is dismissed as still an- 
ther psychosomatic manifestation; only 
vhen jaundice makes a belated appearance 
; its significance fully appreciated. 

Multiple venous thrombi appear to occur 
1ore often in carcinoma of the pancreas 
han in carcinoma in other organs’ *. This is 
jarticularly the case when the carcinoma is 
onfined to the body or tail. Should mul- 
ple venous thrombi or migrating peripheral 


hrombophlebitis be encountered in older 
ersons without satisfactory local causes, 


arcinoma of the pancreas certainly deserves 

) be considered. 

Palpable distention of the gallbladder is 
me of the traditional features of pancreatic 
arcinoma. On the average, a distended gall- 
ladder may be felt in about one-half of the 
atients with jaundice. Distention of the 
allbladder is encountered still more fre- 
uently in such patients at laparotomy or 
ecropsy. This would indicate that while 
‘ourvosier’s Law is diagnostically useful, 

is more useful to the surgeon exploring 
he abdomen in search of a primary lesion 
ian it is to the clinician performing a phy- 
ical examination. 

LABORATORY FEATURES 


Anemia, while frequent, is generally only 
iild in degree in cancer of the pancreas. 
his is rather remarkable in view of the 
iarked weight loss and wasting which is 
‘en in so many patients with this disorder. 
Steatorrhea is another supposedly classical 
anifestation of pancreatic cancer. How- 
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ever, fatty stools have not been found in 
most patients with the disease'*. On the 
basis of averaged reports in the collected 
literature, no better than one in 10 patients 
exhibit fatty stools. It is only fair to say, 
however, that if stools were examined more 
often and exact chemical studies used, the 
incidence of steatorrhea would undoubtedly 
be greater than indicated. The failure to 
apply accurate analyses for fecal fat is un- 
derstandable because such procedures are 
time-consuming and require exacting tech- 
niques. However, there can be no excuse for 
failure to use the very simple procedure de- 
scribed by Dorothy Andersen*. By this 
method, a stool sample is placed on a micro- 
scopic slide and stained with alcoholic solu- 
tion of Sudan III or IV. The fat content is 
then graded on a scale ranging from nega- 
tive to plus four depending upon the amount 
of Sudan-stained fatty material seen per low 
power microscopic field. If two or less drop- 
lets of fat-stained by Sudan are present, 
the finding is considered to be negative; if 
half or more of the visible field appears 
Sudan-stained, the grading is plus four. Neg- 
ative and plus four readings are of distinct 
significance. 

Disturbance in carbohydrate metabolism 
manifested by glycosuria, hyperglycemia or 
an impaired dextrose tolerance test, occurs 
with surprising frequency in patients with 
cancer of the pancreas. A diabetic type of 
dextrose tolerance curve is especially fre- 
quent and may be found even in the absence 
of glycosuria or fasting hyperglycemia. 

Obstruction of the pancreatic ducts by 
neoplasm frequently results in regurgitation 
of pancreatic enzymes into the peripheral 
circulation. As a consequence, hyper- 
lipasemia’® and hyperamylasemia‘"' occur 
surprisingly often and are useful diagnostic 
signs in cancer of the pancreas. Serum 
lipase determination appears to be the more 
valuable of the two in this disease because 
it tends to be elevated more frequently. 
Serum lipase was abnormally elevated in 
over one-third of the Graduate Hospital 
cases in which this determination was made 
before operation; over half of the 
showed such an elevation on at least one 
occasion throughout the course of observa- 
tion. 


cases 


It is important that determinations of 
serum lipase be made serially. During very 
early stages of the disease, before obstruc- 
tion has advanced sufficiently, serum lipase 
concentration may be within the normal 
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range; late in the course of the disease, when 
the acinar tissue is largely destroyed by 
vancer, serum lipase concentration may 
again be normal or even subnormal'*. Single 
determinations made at either of these ex- 
tremes would fail to detect an elevation 
which may have occurred at some stage in- 
termediate between them. 


Estimation of the concentration of pan- 
creatic enzymes in the serum before and 
after the administration of various pan- 
creatic stimuli may add considerably to the 
value of these tests. On the basis of animal 
experiments conducted by them, Popper and 
Necheles'? have suggested that serum 
amylase and lipase concentration be determ- 
ined before and after (a) a relatively weak 
stimulus for enzyme concentration, such as 
secretin; and (b) a relatively strong stim- 
ulus for enzyme concentration, such as a 
combination of secretin and one of the para- 
sympathomimetic drugs. Elevation of serum 
amylase or lipase concentration after a dose 
of secretin insufficient to affect the serum 
enzyme level in normal persons would indi- 
cate partial obstruction of the pancreatic 
ducts; failure to observe an elevation in ser- 
um lipase or amylase after strong stimula- 
tion would indicate atrophy of the gland. 


DUODENAL ANALYSIS 


Interference with external pancreatic secre- 
tion by cancer may be detected also by 
analysis of duodenal contents before and 
after the administration of various pan- 
creatic stimuli. This means of study requires 
duodenal intubation and some detailed chem- 
ical studies. While these are drawbacks lim- 
iting its wide application, the procedure is of 
real value. Not only may it serve to recog- 
nize deficiency of external pancreatic secre- 
tion, but additional information of use in 
differential diagnosis may also be obtained. 


Under normal circumstances the duodenal 
contents show some degree of bile-staining. 
The color may almost completely disappear 
as pancreatic juice flows into the duodenum 
in response to secretin stimulation. Chemical 
determination, however, usually indicates 
some degree of icterus still retained. As the 
pancreatic juice diminishes toward the end 
of the test, bile-staining once again becomes 
apparent (Fig. 1). In the absence of the 
gallbladder, essentially the same curve ob- 
tains except that the degree of bile-staining 
is greater in the fasting contents and the 
icterus index does not lower to the same 
degree as under normal circumstances. When 
there is obstruction to the main extra-hepatic 
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duct at some point above its opening into the 
duodenum, bilirubin is completely or almost 
completely absent from the duodenal con- 
tents both before and after secretin. This 
finding, coupled with evidence of intact ex- 
ternal pancreatic secretion as shown by a 
normal volume of secretion with a normal 
bicarbonate and enzyme output, would place 
the obstructing lesion outside the pancreas 
and somewhere along the biliary tract prop- 
er. 

Still another examination which may be 
performed on the duodenal contents obtain- 
ed by intubation, is cytologic smear examina- 
tion after the method of Papanicolau'. Ex- 
perience to date with this method of study 
is limited, but the few data already avail- 
able are promising. An adequate technic has 
still to be worked out and many problems 
remain to be solved. Nevertheless, it is an 
avenue of approach that deserves wide adop- 
tion. 


X-RAY FEATURES 


One of the most valuable means of recog- 
nizing pancreatic cancer is roentgenologic 
examination of the upper gastro-intestina! 
tract by means of barium meal. The x-ray 
changes which may be observed depend upo1 
encroachment by the pancreatic neoplasm 
mainly on the stomach and duodenum. This 
means that the study is apt to be negative 
during the very early stages when diagnosis 
is most important but when the neoplasn 
has not yet attained sufficient size to pro 
duce compressive or infiltrative changes ii 
the adjacent viscera. It is likewise true that 
the roentgenologic alterations are not patho 
gnomonic of pancreatic cancer. Nevertheless 
almost half of the patients examined roent 
genologically at the Graduate Hospital’ an 
at the University of Chicago* presented sign 
suspicious of a tumor in or about the hea 
of the pancreas. As experience increases an: 
roentgenologists grow more alert to the di 
sease, it may be expected that the yield o 
positive findings will become still greater. 


GASTROSCOPY 


Examination of the stomach by means o 
gastroscopy is of some value in the recog 
nition of cancer of the pancreas. Its contr 
bution is largely that of excluding a primar 
intrinsic tumor of the stomach with whic 
cancer of the pancreas may clinically b 
confused. In some cases, however, it ma 
yield more positive information by revealin; 
bulging or-other defects in the stomach wa! 
‘aused by an underlying pancreatic mass. 
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PERITONEOSCOPY 


Peritoneoscopy may be of some aid in the 
diagnosis of pancreatic cancer, again in 
large part by identifying other intra-abdom- 
inal lesions from which carcinoma of the 
pancreas must be differentiated. Metastasis 
to other organs may be recognized and bi- 
psy of a metastatic lesion may suggest the 
vancreas as the most likely primary site. 
Occasionally, in puzzling cases of obstructive 
jaundice where cholecystography cannot be 
nerformed, opaque material may be directly 
njected into the gallbladder under peri- 


toneoscopic guidance. Cholecystocholangio- 
grams exposed after such a procedure may 
give evidence of pancreatic neoplasm by 
demonstrating an abrupt obstruction to the 
flow of the opaque material at the distal por- 
tion of the common duct. 
SUMMARY AND CONCLUSIONS 

If the potentially curative operations of 
partial and total pancreatectomy are to be 
gainfully employed in the treatment of pa- 
tients with pancreatic cancer, early diagno- 
sis is essential. To make the diagnosis earlier 
it is necessary that our clinical index of 
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suspicion of the disease be raised. It is es- 
sential, too, that some of the tenaciously 
held notions regarding the clinical manifes- 
tations of pancreatic cancer be revised. The 
importance and frequency of pain must be 
appreciated. It must be realized that while 
painless jaundice is undoubtedly of great 
diagnostic value, it is a symptom-complex 
that is not characteristic of most cases. De- 
rangement in internal and external pan- 
creatic secretion should be looked for by 
means of the tests currently available. As 
part of these studies, cytologic smear exam- 
ination should be made of the duodenal con- 
tents in the hope of recognizing malignant 
cells which may have originated in the pan- 
creas. Finally, roentgenologic examination of 
the gastro-intestinal tract should be employ- 
ed far more often than has been the case. 


More selective tests of pancreatic function 
and a means for rendering the pancreas 
radiopaque remain to be developed. Remain- 
ing also, is the accumulation of accurate data 
on proven cases of cancer of the pancreas. 
From such data it may become possible to 
detect the earliest manifestations of the di- 


J. Edward Berk, M.D., Se.D., guest speaker at the 
1949 Annual Meeting, has an article on ‘‘Clinical and 
Laboratory Considerations in the Diagnosis of Pan- 
ereatice Cancer’’. Dr. Berk, who is a member of the 


f medicine, Temple University, Philadel 


department « 
phia, was graduated from Jefferson School of Medicine 
in 1936. His specialty is gastroenterology and he has 
been certified by the American Board of Internal Med 
icine and the sub-specialty Board of Gastroenterology. 
He is a member of the American College of Physicians, 
American Gastroenterological Association, American 
Federation for Clinical Research, and American Gastro- 
scople Society. 

David V. Hudson, M.D., Tulsa, wrote ‘*The Manage 
ment of Syphilis in Pregnancy’* in this issue. Dr. Hud 
son was graduated from Johns Hopkins in 1925 and 
limits his practice to his specialty, publie health. Dr. 
Hudson was in private practice as urologist from 1930 
to 1939, and was consultant, V.D. control, State Health 
Department in 1938 and 1939 and V.D. control office 
of Tulsa City-County Health Department from 1959 to 
1949. He is now with the communicable diseases di 
vision of the health department there. He is former 
secretary-treasurer of the Tulsa County Medical Society. 
Dr. Hudson is a member of the American Pub‘ic Health 
Association and the South Central Branch of the Amer 


ican Urological Association. 
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sease and to differentiate lesions of the head 
from those of the body and tail. 
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JAUNDICE, CONCEPTS WITH REFERENCE TO HEPATITIS“ 


JOHN R. TAYLOR, M.D. 


KINGFISHER, OKLAHOMA 


Early Greek physicians were acquainted 
with the symptom jaundice. However, they 
considered it truly a disease. Yellow stain- 
ing of the skin, sclera, and mucous mem- 
branes has been recorded throughout medi- 
cal writings over the years. Many physi- 
cians have told their patients they had tor- 
pid livers (whatever that may be). At least 
these physicians were probably right when 
they said the trouble was in the liver. In 
more recent years many have worshiped at 
the shrine of “pigmented urine.” The great- 
est strides in liver disease, especially in re- 
lation to hepatitis, have been made in the 
last 10 years. A better understanding can 
be had of jaundice by a review of certain 
aspects of the normal metabolism of hemo- 
globin since bilirubin is the chief derivative 
of the pigment fraction of destroyed hemo- 
globin. 


Hemoglobin is composed of pyrol building 
blocks of the porphyrin nucleus. The hemo- 
globin molecule is composed of four such 
nuclei.: The iron portion or iron porphyrin 
complex is designated as “heme”. There are 
four heme molecules attached to each mole- 
cule of globin. The exact method by which 
hemoglobin is destroyed in the reticulo- 
endothelial system is still not understood. 
Watson' thinks that globin, a protein of sim- 
ilar molecular weight as albumin, is attach- 
ed to the pyrol nuclei by carboxyl group and 
probably broken at the alpha-methyl] bridge. 

Bilirubin is formed in the reticuloendo- 
thelial cell of the liver (The Kupffer cells), 
spleen, and bone marrow, under normal con- 
ditions. Also when blood cells are extra- 
vasated in contact with cells of mesodermal 
origin (pleura, pericardium, peritoneal cav- 
ities, subarachnoid space, pulmonary alveoli, 
in congestive heart failure, pulmonary in- 
farcts, hemorrhage into connective tissue) .* 


Bilirubin thus formed is carried in the 
blood to hepatic cells and is excreted by 





*Presented before the Section on Medicine at the Annual 
Meeting of the Oklahoma State Medical Association May 18 
1949 


them in the bile. The bilirubin is transported 
in blood as bilirubin-globin and in the liver 
the globin is split off and bilirubin excreted 
in bile as sodium bilirubinate. 


The bile thus formed passes down the in- 
testinal tract to the colon where it is acted 
on by bacterial flora and changed to uro- 
bilinogen (actually two compounds are made, 
mesobilirubinogen and stercobilinogen). 
Urobilinogen is readily oxidized to urobilin, 
an orange yellow pigment partly responsible 
for the color of normal stools. The urobilin 
is confusing and here only urobilinogen will 
be spoken of in the breakdown of hemo- 
globin. 


The amount of hemoglobin has been cal- 
culated from the total circulating blood. If 
the total blood volume is 5,000 ce and hemo- 
globin in concentration 15 gm 100 cc, the 
quantity of circulating hemoglobin is 750 
gram. The average life of red blood cells is 
approximately 120 days, which means 0.83 
per cent of hemoglobin mass or 6.22 grams 
is destroyed daily and replaced. The break- 
down of one gram of hemoglobin results in 
formation of approximately 25 mgm of bili- 
rubin. Under normal circumstances about 
220 mgm of bilirubin enters the duodenum 
daily in the bile and is changed by anaerobic 
bacteria, chiefly in the colon, to urobilinogen. 
Varying amounts of urobilinogen are reab- 
sorbed into the portal circulation and re- 
turned to the liver. The filling of the colon 
(constipation) determines to a large extent 
the amount reabsorbed and as a consequence 
smaller amounts are excreted. The reverse 
tends to be true. In severe diarrhea, un- 
changed bilirubin may be excreted in the 
stools, rapid oxidation to bilivirdin result- 
ing in the green color of the stools. 


The next step normally leads from de- 
struction of the erythrocyte to the excre- 
tion of urobilinogen. The present ideas are 
that the chemical changes involved take 
place in three sites — _ reticuloendothelial 
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system, the liver and the colon. The bone 
marrow is thought to assume the major role 
in production while the spleen and liver have 
a minor role.* The old views held that the 
polygonal cells of the liver had the major 
role but it is believed now that they are 
concerned largely with excretory function 
so far as the bile pigment is concerned. The 
exact manner in which urobilinogen is 
handled in the liver is unknown. (It is 
known that if there is hepatocellular func- 
tional disturbance of any appreciable de- 
gree, the urobilinogen goes into the general 
circulation and is excreted by the kidneys.) 
The normal range of urobilinogen in healthy 
adults is 0 to 3.5 mg per 24 hours, whereas 
the normal range for fecal urobilinogen is 
from 40 to 280 mgm a day.‘ In severe liver 
damage, urine urobilinogen may increase to 
50 to 100 mgm. In clinical diagnosis where 
jaundice is present, there are several things 
to consider when urobilinogen is not found 
in the urine. The bile can be blocked from 
the intestinal tract and no urobilinogen will 
appear in the urine. Example is carcinoma 
of the head of the pancreas or severe hepati- 
tis when jaundice is at its peak. In severe 
diarrhea, the contents of the bowel are mov- 
ed along so fast that there is no time for 
change of bilirubin to urobilinogen and its 
absorption. Also if there is sufficient renal 
retention of nitrogen, urobilinogen may be 
retained and none or little will appear in 
the urine. 

In considering abnormal pigment metab- 
olism, one turns to Rich’s ideas of jaundice. 
He divides jaundice into two types, “reten- 
tion jaundice” and “regurgitation jaun- 
dice”.° In retention jaundice the bilirubin is 
retained in the blood because of the excess 
quantity of the bilirubin or because of sub- 
normal liver excretion of bilirubin. In re- 
gurgitation jaundice the bile regurgitates or 
escapes from the bile canaliculi into the 
blood stream. In the normal liver lobule 
sinusoids between the cords of liver cells 
carry blood from branches of the portal 
vein and the hepatic artery to the central 
vein of the lobule, from which blood flows 
to hepatic vein and to vena cava. As blood 
flows in the sinusoids, bilirubin-globin is 
taken up by the polygonal cells and Kupffer 
cells. The tiny bile capillaries that lie be- 
tween the individual polygonal cell are not 
ordinarily seen in section of normal liver. 
The canaliculi receive freed bilirubin or 
sodium bilirubinate and other chemicals of 
bile from the polygonal cells and pass them 
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into branches of the hepatic duct at the 
periphery of each lobule. 


Bilirubin-globin in the sinusoidal blood 
enters the polygonal cells either directly or 
through the Kupffer cells and sodium bili- 
rubinate flows into the canaliculi. It is still 
unknown whether protein (globin) is split 
off by the polygonal cell or by Kupffer cells.’ 
Watson, Gonzalez-Oddane are of the opinion 
that Kupffer cells are probably responsible 
for the extraction®*** of globin from bili- 
rubin-globin. This opinion is not held by 
many investigators. 


Abnormality of bile pigment excretion in 
retention jaundice is described by Rich.*? 
The polygonal cells are anatomically intact, 
but some of them have subnormal function 
resulting in the bilirubin-globin partially 
removed and the remainder retained in the 
blood. This is particularly true in hemalytic 
disorders where there is a rapid rate of 
blood destruction and large amount of bili- 
rubin-globin freed for the liver to handle. 
Rich believes the liver has enormous reserve 
in its capacity to excrete bile pigment and 
that jaundice rarely develops from over- 
production of pigment alone. The combina- 
tion of rapid destruction of hemoglobin and 
functional impairment of polygonal cells, 
however, often produce jaundice."’ 


In hemolytic anemia, the liver cells prob- 
ably have reduced functional capacity due 
to anoxemia (Rich) and to toxic effects of 
the red cell destruction. Since the pigment 
is not excreted, it remains in the _ blood 
stream resulting in jaundice. Similar 
mechanisms are probably at work in jaun- 
dice, seen in pernicious anemia, malaria, 
congestive heart failure, pulmonary infarct, 
pneumonia or any place where the reticulo- 
endothelial cells in other parts of the body 
break down sufficient excess of hemoglobin 
from stagnated erythocytes to burden a sub- 
normal liver (anoxia) with more bilirubin- 
globin than can be accepted. One wonders if 
anoxia doesn’t play a big part in the sub- 
normal functions of the liver. The jaundice 
commonly seen in newborn is_ retention 
jaundice. We know it usually clears in a few 
days by increased fluids and proper bowel 
function. ‘The polycythemic state and de- 
struction of red blood cells results in the 
icterus neonatorum." Rich thinks the new- 
born liver is immature and incapable of 
handling increased amounts of pigment. 
The pathophysiology of icterus neonatorum 
is not entirely clear. Lin and Eastman say 
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that newborn excrete intravenous injections 
at a normal rate. 


It is now known that a number of peo- 
ple have a slightly increased icteric index 
and elevated serum bilirubin and on proper 
observation show yellow tinge of skin and 
scleros. They handle intravenous bilirubin 
slowly. If sufficient studies are used, a whole 
battery of liver function tests as described 
by Watson, these individuals can be _ ear- 
marked into two groups,? those showing 
constitutional hepatic dysfunction or familial 
nonhemolytic jaundice and those with little 
or no hepatic abnormality other than im- 
paired bilirubin excretion. One wonders if 
some of these probably did not have an in- 
fectious hepatitis without jaundice. Capps 
thinks that many vague gastrointestinal 
symptoms we see frequently are on _ this 
basis.’? 


It can be seen then that retention jaun- 
dice can be caused by an increased amount 
of bilirubin-globin in the blood either by too 
rapid destruction of hemoglobin or to sub- 
normal function of the liver and failure to 
excrete the pigment. 


In regurgitation jaundice, a_ reflux of 
whole bile from the canaliculi escapes into 
the blood stream. When some liver cells are 
necrotic, the adjacent bile canaliculi are de- 
stroyed and bile spills into the blood stream 
directly or passes up the tissue spaces to 
lymph vessels thence to the thoracic duct and 
into the blood stream. A mechanism of this 
type is seen in hepatocellular necrosis re- 
gardless of etiology. 

Many causes of intensive liver damage 
have been known for a long time. Chloro- 
form, carbontetrachloride, cinchophen, ar- 
senic, virus of yellow fever, syphilis, Weil’s 
disease and metabolic disturbances (eclamp- 
sia) have been known by the profession to 
cause jaundice. Many infectious agents are 
still unknown, particularly among the vi- 
ruses. The role of dietary deficiency in the 
pathogenesis of chronic hepatitis and cir- 
rhosis has only been appreciated in the last 
few years. An understanding of the etiology 
and pathogenesis of infectious hepatitis and 
hemologus serum hepatitis has been reached 
even more recently. 

Unless the flow of bile through the major 
part of the duct system of the liver is pre- 
vented, jaundice does not ordinarily result. 
When this occurs, the bile canaliculi and 
ducts are overfilled and bulge into tissue 
space causing a diffusion of bile. The apmul- 
lae that connect the bile capillaries with the 
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bile ducts or canals at peripheric of the 
lobule may act as safety valves by rupturing 
and thus reduce back pressure on the liver 
cells. These ampullae have been described 
by Aschoff as the “Achilles heel of the biliary 
tract”. 

Most causes of extrahepatic biliary ob- 
structions, such as tumor, stone, stricture 
are well known and require no comment. In 
intrahepatic obstructive jaundice, the exact 
nature of the jaundice is not well under- 
stood. After the jaundice has continued for 
some time in this condition, laboratory evi- 
dence may indicate, at times, partial ob- 
struction, and other times complete obstruc- 
tion. Biliary obstruction has been found in 
cases of hepatitis due to a variety of causes 
and with variable amounts of associated 
hepatocellular damage. Where there is con- 
fusing evidence of the type of jaundice, no 
one or two tests can be relied upon but a 
battery of tests as suggested by Watson 
may help to differentiate the cause. An ex- 
ample in hepatocellular disturbances, there 
is increase in delayed clearance (tolerance), 
diminished hippuric acid synthesis, diminish- 
ed serum albumin, diminished cholestral 
ester fraction, positive Hanger (cephalin 
flocculation) and Maclagan (thymol turbity) 
test. In cholangiolor dysfunction there is in- 
creased prompt reaching' bilirubin, bili- 
rubinuria, bile salts in blood and urine, in- 
crease total cholesterol in the blood, and in- 
crease serum alkaline phosphatase. Jones 
states that by liver biopsy, it is possible to 
differentiate clearly'* jaundice due to hepati- 
tis and that due to undiagnosed extrahepatic 
block. Hoffbuaer’s ideas are similar. 

Jaundice is due chiefly to increased 
permeability of cholongiales. Sodium bili- 
rubinate escapes into the tissue space from 
injured ampullae of the bile capillaries and 
presumably reenter the blood via the lym- 
phatic vessels or diffuse into the sinusoids. 


Regardless of the cause, regurgitation 
jaundice is characterized by escape of bile 
salts into circulation. Accumulation of bile 
salts in blood is considered the cause of 
puritis — puritis is not so prominent in 
retention although it does occur. The bili- 
rubin that reenters the blood in regurgita- 
tion jaundice has been separated from 
globin by passing through the liver. Re- 
gurgitated bilirubin, perhaps because it is 
in the form of sodium bilirubinate, does not 
combine with globin in the circulation, it 
therefore readily passes the renal filter and 
also gives a direct Van de Bergh reaction. 
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Human volunteer studies during the war 
years demonstrate that infilterable virus was 
the causative agent in infectious hepati- 
tis..*'°'® The virus is present in the blood, 
stool, urine and nasopharyngeal washings 
of infected persons. Transmission occurs 
for the most part by fecal contamination. 
Since the virus withstands chlorination, it is 
important that cases of infectious hepatitis 
be subjected to isolation precautions as car- 
ried out in typhoid or dysentary. 


The term “homologous serum jaundice” 
arose because persons receiving pooled hu- 
man serum or plasma or whole blood oc- 
casionally developed jaundice. Very small 
quantities (0.01 ec) of infected plasma 
would produce the disease. This type of jaun- 
dice was observed after administration of 
measles and mumps convalescent serum, yel- 
low-fever vaccine made with human serum, 
pappataci fever vaccine." 


Freezing, drying, and storing do not seem 
to alter the icterogenic properties of plasma 
and serum. The inactionation of plasma also 
fails to inactivate the hardy agent of hepati- 
tis. The use of the gamma globins in thou- 
sands without the development of jaundice 
can probably be explained by the presence 
of specific antibodies in this fraction of the 
pooled blood. The prevention and attenua- 
tion of infectious hepatitis has actually been 
accomplished by administration of gamma 
globin in controlled subjects. There have 
been no reports of hepatitis attributed to 
administration of normal serum albumin 
(made by treating albumin fraction with 
heat at 60 C., thus exceeding thermal death 
time (10 hours) of strain serum hepatitis 
virus). Since such small amounts are re- 
quired of infected serums to produce jaun- 
dice the hazard of jaundice may be _ in- 
creased as the number of donors and re- 
cipients are increased. Entire pools are in- 
fected from one donor. In spite of the care in 
obtaining pooled sera, they still are infected. 
It is hoped that the new work of exposing 
plasma to ultra violet rays and reducing the 
number of donors in the pools will be effec- 
tive in handling the problem. 


Paul’® and others state that the relation 
between homologous serum hepatitis and 
naturally occuring infectious hepatitis is 
not yet settled. L. E. Young indicates there 
are at least two types of hepatitis virus that 
are immunologically distinct and that their 
incubation periods differ sharply. It is also 
significant that stools from patients with 


serum hepatitis have thus far proved non- 









infective when administered to human vol- 
unteers. Stools of infectious hepatitis pa- 
tients are of course highly infectious. De- 
spite these differences, it seems likely that 
the two hepatitis are caused by filterable 
viruses that are closely related and that 
the agent of serum hepatitis has been modi- 
fied through passing from person to person 
by artificial means. Both types of hepatitis 
can be transmitted by blood plasma and 
serum as has been found out by large syphi- 
litic and diabetic clinics by contaminated 
needles. It may be that the patient we saw 
years ago in arsenic clinic thought to have 
had jaundice due to arsenic was due to serum 
hepatitis. 


Lucke, Malory et al confirm Eppinger’s 
early report that so called catarrhal jaun- 
dice is in most cases primarily a hepatitis. 
The principle lesion in fatal cases being 
those of acute yellow atrophy. The pathology 
in serum hepatitis is essentially the same. 
Watson and Bloomfield think that cases of 
hepatitis that become chronic, probably wind 
up as cirrhosis. This of course has not been 
definitely proved. 
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THE MANAGEMENT OF SYPHILIS IN PREGNANCY’ 
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The presence of syphilis in pregnancy 
may be a problem to many physicians. This 
is especially true when the woman comes 
to the physician late in pregnancy and there 
is little time before the expected delivery 
for the necessary treatment. Since anti- 
syphilitic treatment given during pregnancy 
is intended primarily to prevent or cure 
syphilis in the fetus, it is very important to 
use effective methods. Weekly treatments 
with arsenic and bismuth must be started 
before the fifth month and _ continued 
throughout the pregnancy to secure the best 
results. Even with intensive arsenotherapy 
of the mother, according to Moore’, 15 per 
cent of babies have been born with syphilis. 
When treatment is irregular or begun after 
the fifth month of pregnancy, the chances 
of securing a baby free of syphilis become 
less and less. Those physicians who have 
seen hemorrhagic encephalitis, severe der- 
matitis and other reactions from arsenical 
therapy, can fully appreciate the relative 
non-toxicity of penicillin. 


The spectacular results with penicillin 
therapy as reported by Goodwin and Moore’, 
Ingraham, Stokes and co-workers* and veri- 
fied by other investigators, showing a fail- 
ure rate of only two per cent of babies born 
of mothers with early syphilis, indicate a 
very important advance in the treatment of 
syphilis in pregnancy. This contrasts sharp- 
ly with a failure rate of five to 50 per cent 
with arsenic-bismuth therapy, depending on 
the time in pregnancy the treatment was 
started and the amount given. 

Goodwin and Moore*? recommend that for 
the purpose of preventing prenatal syphilis, 
metal chemotherapy for the syphilitic moth- 
er be abandoned and that penicillin be adopt- 
ed universally in its place. Other investiga- 
tors also reported penicillin superior to 
arsenic and recommended at least 2.4 mil- 
lion units total dosage to be given intra- 
muscularly at intervals of two to three 


fore the Section on Medicine at the Annual 
Meeting of the Oklahoma State Medical Association May 18 


hours for at least seven and one-half days. 
Subsequent observations with the use of pen- 
icillin in oil-beeswax have demonstrated its 
effectiveness. Ingraham and_ co-workers‘ 
treated 45 mothers with a total dosage of 
4.8 million units of amorphous calcium pen- 
icillin in peanut oil-beeswax given over a 
period of nine days. The results were es- 
sentially equal to those of aqueous penicil- 
lin. They recommend this type of treatment 
for women who cannot be hospitalized. 

Mahoney’ advocates the use of 600,000 
units of procain penicillin in two per cent 
aluminum monostearate daily for five days 
with a total of three million units which 
has been effective in both early syphilis and 
early syphilis in pregnancy. 

In the days of arsenic and bismuth ther- 
apy the policy became more or less general- 
ly established of treating a woman with 
syphilis through each subsequent pregnancy 
regardless of the amount of treatment orig- 
inally received or her clinical or serological 
status. Obviously many women were over- 
treated but no generally accepted method 
was available to determine which should be 
treated and which could be permitted to go 
through pregnancy without further treat- 
ment. 

Goodwin and Farber® observed 385 wom- 
en who had received previous treatment 
through 596 pregnancies during which 
further anti-syphilitic treatment was _ pur- 
posely omitted. Of the 596 infants, 549 or 
92 per cent were born alive. Postmortem 
examination of 20 of the 48 infants still- 
born or miscarried showed no evidence of 
syphilis. All of the 549 children followed 
(88 per cent for more than two months, 70 
per cent more than one year) were normal 
and non-syphilitic. The criteria of adequate 
treatment were 4.0 Gm. or more of arsephen- 
amine or its arsenical equivalent with con- 
comitant bismuth or 2.4 or more million 
units of penicillin. The authors recommend 
that until further information accumulates 
a syphilitic woman should be given further 
treatment in any pregnancy in which she 
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shows clinical evidence of active syphilitic 
infection, or, if with no evidence of activity 
she has a positive STS (Serologic Test for 
Syphilis) in a quantitative titer of 16 or 
more dilution units. 

All observers stress the importance of 
frequent observation during the prenatal 
period to detect evidence of serologic and 
clinical relapse. Speiser’ and co-authors 
found that a patient who had responded 
satisfactorily following previous penicillin 
therapy did not need re-treatment during 
subsequent pregnancies if adequate follow- 
up observation is assured. 

Ever since the organization of the Tulsa 
Cooperative Clinic in 1939, special attention 
has been paid to syphilis in pregnancy since 
the prevention of congenital syphilis is one 
of the most important phases of preventive 
medicine. Follow-up service has been provid- 
ed, not only for patients treated in the clinic 
and their babies, but also for patients who 
have been referred to the clinic by phy- 
sicians for post treatment observation and 
monthly quantitative STS. The Tulsa Coun- 
ty Public Health Association, which has an 
active maternal health program, works very 
closely with the clinic and sends in preg- 
nant women with positive STS or history of 
syphilis for diagnosis, evaluation and treat- 
ment. 

Most of the pregnant women with syphilis 
coming to the clinic have had previous anti- 
syphilitic treatment. Occasionally a woman 
previously treated would not report to the 
clinic or a private physician and go through 
a pregnancy without medical observation 
and drop in some time after the baby was 
born for a “check up.” Follow-up of these 
babies showed no evidence of syphilis in 
any child whose mother had a negative STS 
or had received treatment for late syphilis 
and most of the women previously treated 
for early syphilis had non-syphilitic infants 
also. 

In the latter part of 1946 we began to 
observe pregnant women more critically and 
withheld treatment if they had had previous 
adequate treatment and their clinical prog- 
ress was satisfactory. 

The methods used were those available to 
the average private physician, namely, his- 
tory, physical examination, monthly quan- 
titative STS (chiefly quantitative Kahns) 
sent to the local or the State Health Depart- 
ment laboratory and referral to the Okla- 
homa Medical Center for treatment. Those 
who came in too late in pregnancy to go to 


the rapid treatment center were either re- 
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ferred to private physicians or given ab- 
sorption delaying preparations of penicillin 
on an outpatient basis. The babies were fol- 
lowed (except those which could not be lo- 
cated) for at least three months and absence 
of symptoms or signs of syphilis and nega- 
tive STS at three months of age (or later) 
were considered evidence that the child was 
free of syphilis. X-rays of the long bones 
were not available. 

It was not considered necessary to re- 
treat a woman showing no clinical evidence 
of activity whose blood was negative or if 
positive, with a low quantitative titer. Eight 
to 16 dilution units or 32 to 64 Kahn units 
were considered reason for retreatment in 
early syphilis or the patient was watched 
very closely. In case of late syphilis, patients 
with titers of 16 to 32 dilution units or 64 
to 128 Kahn units, were permitted to go 
without treatment if under constant obser- 
vation and not re-exposed to infection. A 
steady increase in titer in early syphilis was 
also considered reason for retreatment, and 
any woman known to be exposed to pri- 
mary or secondary syphilis by sexual con- 
tact late in pregnancy, was promptly treat- 
ed as a “contact of infectious syphilis”. 

The records of 67 women whose 75 preg- 
nancies terminated in 1947 or 1948 were re- 
viewed and no child was found to have 
syphilis whose mother followed through with 
treatment and observation in the clinic. 
Twenty-nine women were permitted to go 
through pregnancy without treatment. A 
number of women were retreated, not be- 
cause we felt they required it, but due to 
anxiety on their part or at the request of 
their physician. There were two abortions 
(one induced) and one stillbirth due to 
dystocia. Four women disappeared after 
treatment so the outcome could not be de- 
termined although all four had _ received 
adequate treatment during the pregnancy, 
so a favorable outcome could be expected. 

Of the 68: known live births, one baby died 
28 hours after birth of cerebral injury. 

Sixty-four children were found free of 
syphilis clinically and serologically at three 
months of age or later. One child showed 
no physical or serological evidence of infec- 
tion at two months of age and the parents 
of two colored children refused to bring 
them in for STS. They are apparently 
healthy and normal. 

One colored woman with early latent 
syphilis who had a stillborn baby in 1946, 
after failure to take treatment from her 
physician, was referred to the rapid treat- 
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ment center in 1947. A year later she re- 
turned to the clinic over five months preg- 
nant but sero-negative and was transferred, 
at her request, to a private physician for 
observation. She did not follow through 
with the physician and returned to the clin- 
ic four months after delivery with a syphi- 
litic baby whose blood showed a titer of 256 
Kahn units. Her own blood had gone from 
negative to 128 Kahn units. Because of 
promiscuity we felt that this was a reinfec- 
tion rather than a relapse. 


Of the 67 women, 33 were white with 34 
pregnancies and 34 colored with 41 preg- 
nancies. Forty-six women reported for diag- 
nosis before the fifth month, while 29 re- 
ported during, or after, the fifth month of 
pregnancy. Thirteen of the 29 reporting 
late had early syphilis and nine of these 
had received no previous treatment. Seven 
of these nine women received four million 
units of penicillin and two had the maphar- 
sen, 1,800,000 units of penicillin and three 
bismuth schedule with no known failures. 
Had arsenic and bismuth alone been given 
there would probably have been _ several 
failures. 


One woman failed to return to a phy- 
sician for the report of her prenatal STS 
but was delivered elsewhere. We _ received 
the request for follow-up after the child 
was born. The baby was two months old 
when located and had marked snuffles and 
the blood showed 512 Kahn units. 


A third woman had a negative STS but a 
genital lesion. She understood the physician 
to say that she should come to the clinic 
for treatment after the baby was born. She 
came in too late and the baby died of 
syphilis. 


A fourth woman deliberately evaded 
treatment from any source and was referred 
to the clinic with a seriously ill syphilitic 
baby. Because of her obstruction to treat- 
ment of the baby it did not survive. 


Many consultations were held with phy- 
sicians regarding doubtful blood tests in 
pregnant women with no evidence of syphi- 
lis and no histery of previous infection or 
treatment. These were observed and received 
repeated quantitative STS and most of them 
proved to be false positives and no treat- 
ment was given. We have seen a number of 
women treated for syphilis because of one 
doubtful or weakly positive STS who al- 
most certainly did not have syphilis. If a 
physician does not have the facilities for 
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evaluating a weak positive or doubtful STS, 
consultation is recommended. 


I wish to thank the staff of the clinic for 
their help in securing these data and the 
private physicians who cooperated in the 
management of these patients. 

CONCLUSIONS 

1. Until newer and more effective meth- 
ods are available, penicillin should be used 
for the treatment of syphilis in pregnancy. 
We have had no experience with aureomycim 


2. When penicillin is used, adequate treat- 
ment can be given for the cure of the ma- 
ternal infection as well as the prevention 
or cure of the fetal infection. 

3. Patients who have responded satisfac- 
torily to previous arsenic or penicillin ther- 
apy, do not need re-treatment during sub- 
sequent pregnancies if adequate follow-up 
observation is assured. 


4. Frequent observation during the pre- 
natal period is important with a quantita- 
tive STS at least once a month to detect 
evidence of serologic and clinical relapse. 


5. A positive STS in pregnancy calls for 
prompt evaluation. 


6. A pregnant woman with a positive STS 
and no history of previous treatment who 
lapses, should be promptly reported to the 
health department for follow-up. 


7. Babies born of syphilitic women who 
show no clinical signs of syphilis at birth 
or during the first few weeks, should have 
at least a STS (preferably quantitative) at 
three months of age. Misinterpretation of 
maternal reagin in the baby’s blood during 
the first few weeks of life as evidence of 
congenital syphilis should be avoided. 

8. In the Tulsa Cooperative Clinic, no 
child was born with syphilis during 1947 
or 1948 whose mother followed through with 
treatment or observation. Sixty-seven wom- 
en with syphilis were observed through 75 
pregnancies. 


BIBLIOGRAPHY 
1. Moore, J. I Pencillin in Syphilis——Charles ¢ Thomas 
Springfiell, 11 
2. Goodwin, M. 8S. and Moore, J. | Penicillin in Prever 
tion of Prenatal Syphilis—..J.A.M.A. 130: 688, 1946 
Ingraham, N. R Ir, Stokes, J. H. and others-——Peni- 
cillin Treatment of the Syphilitic Pregnant Woman A Prog 
ress Report 1.A.M.A. 130 685, 9 
4. Ingraham, N R. Jr and others—Treatment of the 
Syphilitic Pregnant Woman with Penicillin in Oil-Beeswax A 
Comparison with results obtained using Aqueous Sodium Peni- 
cilin—J.V.D.1. 28: 155, 1947 
Mahoney, J. F Personal communication 
6. Goodwin, M. 8S. and Farber, M. 8S The Necessity for 
Treatment of Pregnant Syphilitic Women During Every Preg- 
nancy—Amer. J. of Syph., Gonorrhea and V. D. 32: 409, 1948 
7. Speiser, M. and others—Penicillin Therapy for Syphilis 
in Pregnancy LV.D.I, 28: 108 





156 JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 


April, 1950 





CLINICAL PATHOLOGIC CONFERENCE 





The University of Oklahoma School of Medicine 
Presented by the Departments of Pathology and Gynecology 
HowArD C. Hopps, M.D., AND HENRY G. BENNETT, JR., M.D. 


OKLAHOMA CITY, OKLAHOMA 


DOCTOR HOPPS: These days, death from 
septic processes is much less common than 
formerly. When such occurs, the patho- 
genesis is often clinically obscure (as this 
case illustrates). We are very happy to have 
Doctor Bennett to anaylze the clinical as- 
pects of this case. 

PROTOCOL 

Patient: M. C., 54 year old colored female. 

Chief Complaints: 1) Acute lower ab- 
dominal pain, 2) Nausea and vomiting, 3) 
Fever. 

Present Illness: The patient stated that 
she had known she had a “pelvic tumor” for 
14 years, but she refused operation. Her 
symptoms were only those of weight in the 
pelvis, protrusion of the lower abdomen 
and occasional low back pain until exactly 
eight days before admission when she was 
suddenly seized with sharp, severe, cramp- 
ing pain in the lower abdomen and lumbar 
region. The pain was accompanied by severe 
nausea and vomiting. In a short time the 
pain spread to involve the entire abdomen, 
but was much more severe in the lower 
quadrants. The patient’s abdomen was very 
tender, and became somewhat distended. She 
passed a small amount of blood per vagina 
along with the thick, yellowish discharge 
which she had had for many years. She had 
been in bed since the onset of pain. Her 
bowel movements were normal until the 
last three days during which time she was 
constipated. She felt that she had had some 
fever but it was not measured. She denied 
chills and night sweats. 

Past History: She went through the 
menopause 10 years previously. She denied 
any pregnancies. No previous serious ill- 
nesses had been experienced. 

Family History: Noncontributory. 

Physical Examination: T. — 103.2° P — 
88; R. 28; BP — 112/74. The patient was 
obese and appeared acutely ill. Skin and mu- 
cous membranes were very dry. Lungs and 
heart were within normal limits. The ab- 
domen was slightly distended. A thick pan- 
niculus made examination difficult. A firm, 
irregularly nodular mass extended from the 
pelvis up to the umbilicus. There was gen- 


*This was conventional therapy five years ago, at which time 
the patient was treated 


eralized tenderness to deep pressure — most 
marked in the RLQ. Peristalsis was active. 
On pelvic examination the cervix was pulled 
superiorly and anteriorly and was contin- 
uous with the abdominal mass. 

Laboratory Data: Urinalysis was within 
normal limits. Hemoglobin was 12 Gm. per 
cent, with 3,500,000 RBC’s/cu.mm. There 
was a leukocytosis of 15,100, with 96 per 
cent neutrophiles (8 per cent stabs) and 4 
per cent lymphocytes. The NPN was 37 
mgm. per cent. A blood Mazzini was nega- 
tive. Sedimentation rate was 107 mm. in 60 
minutes (Westergren). y 

Clinical Course: She was treated with 
parenteral fluids and penicillin (30,000 units 
i.v. followed by 15,000 units every four 
hours, intramuscularly).* For the first three 
days she was not given sulfonamides be- 
cause of low urinary output. However, she 
ran a septic temperature and began to lose 
ground. On the second hospital day a blood 
culture was taken; hemolytic streptococcus 
grew in one tube but the other (duplicate 
tube) was sterile. In view of her downhill 
course, it was felt that surgical intervention 
offered her only, and admittedly slim, chance. 
On the 14th hospital day an_ exploratory 
laparotomy was performed under local an- 
esthesia. The uterus was found to be nodular 
and enlarged, extending four or five cm. 
above the umbilicus. The right tube was 
markedly enlarged, measuring three to four 
cm. in diameter. The appendix could not be 
visualized due to dense adhesions and limi- 
tations of the anesthetic. In the right lower 
quadrant there was about 60 cc. of foul- 
smelling pus. Ten gm. of  sulfanilamide 
crystals were instilled and the abdomen was 
drained. She became progressively worse and 
died on the 16th hospital day. 

CLINICAL DIAGNOSIS 


DOCTOR BENNETT: At the very beginning 
we have offered to us a possible lead as to 
the nature of the intra-abdominal process— 
a known pelvic tumor which had been pres- 
ent 14 years. In a colored woman, by all 
odds that should be a myomatous uterus. 
Ovarian cyst should be considered too, how- 
ever, since this condition also may remain 


.fairly asymptomatic over a long period of 
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time. Statistically, when we consider that 
30 per cent of all colored women who live 
out their years will have uterine myomata 
of some size, this is, by all odds, the most 
likely explanation of this mass in the lower 
abdomen. In the face of a known tumor 
mass, we are confronted with a sudden at- 
tack of pain, with nausea, vomiting and 
fever. Are these symptoms related to this 
long-standing mass, or has something new 
been introduced? The first thing I would 
think of would be a tubo-ovarian mass which 
had ruptured. This seems more reasonable 
than rupture of a pyosalpinx, since a tube 
doesn’t rupture very often, but a_ tubo- 
ovarian abscess may. When this occurs, 
symptoms are usually sudden in onset, con- 
sisting primarily of pain associated soon 
thereafter with fever and often with nausea 
and vomiting. There was a time when this 
condition was more frequent than it now 
is — this was before the days of sulfona- 
mides and anti-biotics. It is not uncommon 
at all that, particularly in colored women, 
there is a combination of chronic pelvic in- 
fection and uterine myomata. Sudden onset 
of symptoms of lower abdominal pain, 
nausea, vomiting and fever, certainly are 


compatible with the diagnosis of appendi- 
citis also. 


When this patient came in to the hos- 
pital, her symptoms had been present for 
eight days, so that we do not know the 
physical findings present early in her 
course, at which time classical signs of ap- 
pendicitis might have been demonstrable. 
The possibility of a twisted ovarian cyst 
should be considered because, when a tor- 
sion of the pedicle of a cyst occurs, symp- 
toms of acute pain are frequently followed 
by generalized abdominal tenderness, often 
associated with fever and _ leukocytosis. 
Nausea and vomiting also are common. In 
like manner, a twisted myoma could give 
identical symptoms to those of a twisted 
ovarian cyst. We have considered then four 
things. All of them. I think, need to be 
considered in our differential diagnosis. 


With these specific diagnostic possibilities 
in mind, let us more carefully review the 
history. As a part of the immediate present 
illness, the patient “passed a small amount 
of blood per vagina, with the thick yellow 
discharge she had had for many years.” 
She was 10 years postmenopausal. So we 
have the factor of postmenopausal bleeding 
introduced. In gynecology we talk about this 
frequently because it is one of the most im- 
portant signs of uterine malignancy. Sta- 
tistically we know that in 80 per cent of 
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such instances we will find a tumor as the 
explanation. In 60 per cent of cases, the 
tumor will be malignant, according to stud- 
ies made on a large series of cases. Inci- 
dentally, this study was done before the use 
of estrogens was quite so widespread. To- 
day, these figures might need to be modified 
because of the frequent occurrence of post- 
menopausal bleeding secondary to estrogen 
administration. In this particular case, post- 
menopausal bleeding is the only symptom 
mentioned which suggests uterine malig- 
nancy. The presence of a pelvic tumor, even 
though it probably was of the uterus, does 
not suggest carcinoma of the cervix or en- 
dometrium. However, we wouldn't be able to 
exclude the possibility of an endometrial 
carcinoma without microscopic examination 
of the endometrium. This thick, yellow, dis- 
charge, present for many years, is most like- 
ly due to a chronic cervicitis with or with- 
out a complicating trichomonas infestation 
of the-vagina and cervix. Certainly it is a 
common symptom in ali women, more fre- 
quently in colored than white. We would like 
to know in this case whether or not micro- 
scopic examination of a stained smear from 
the cervix revealed any specific bacterial or- 
ganisms, particularly the gonococcus. Even 
though the vaginal discharge may have been 
present for years, there may have occurred 
at any time a new Neisserian infection 
which might have caused a flare-up of 
salpingitis, or a new salpingitis. This, in 
turn, could have produced the picture with 
which we are confronted. Acute gonorrhea! 
salpingitis with peritonitis used to be seen 
occasionally (it never was very frequent in 
comparison with the total number of cases 
of gonorrheal salpingitis), but is quite un- 
common today. If this case were one of gon- 
ococcal infection I would expect the response 
to penicillin to have been rapid; the disease 
would have been short lived, and would not 
have been very serious. On the basis then 
of response to treatment, we can dismiss 
this possibility. 

The patient’s temperature was 103.2°, 
pulse 88, respiration 28, blood pressure 
112 74. She was obese and appeared acutely 
ill. Skin and mucous membranes were very 
dry. Lungs and heart were within normal 
limits. From the physical examination we 
know that the patient was acutely ill and 
did have relatively high fever. The abdomen 
was slightly distended and there was gen- 
eralized tenderness. Apparently this wasn’t 
very marked, as the note is made that ten- 
derness was to deep pressure. No mention is 
made of rebound tenderness and, if present, 
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whether or not it was referred to any par- 
ticular part of the abdomen. Those things 
we would like to know. Since peristalsis was 
active we know that the patient did not have 
paralytic ileus. Tenderness was most marked 
in the right lower quadrant. This could be 
compatible with any one of our differential 
diagnoses: twisted cyst, twisted myoma, ap- 
pendicitis, or tubo-ovarian abscess that had 
ruptured. Pelvic examination revealed the 
cervix to be pulled superiorly and anteriorly. 
This suggests that something has pushed it 
in this direction. A uterine myoma could 
have done so, depending on its location and 
whether or not it grew intraligamentary to 
some extent and thereby could make pres- 
sure against the cervix, displacing it for- 
ward. 

The same thing may occur in the case of 
a pelvic abscess with resultant displacement 
of the cervix very far forward. I think of 
pelvic abscess in contradistinction to tubo- 
ovarian abscess as a separate process from 
that involving the tubes and ovaries, usually 
secondary to instillation of infected material 
into the cul-de-sac — barely encysted at 
first, but gradually forming a thicker wall 
to produce a chronic abscess. Sometimes 
bilateral tubo-ovarian abscesses become con- 
fluent by continuity behind the uterus; this 
would constitute a pelvic abscess. In gen- 
eral, however, a pelvic abscess is one sep- 
arate from the tubo-ovarian abscess. We 
would like a little more detail about the 
pelvic examination to help in differentiating 
cellulitis from tumor masses. Cellulitis, with 
a feeling of induration in the broad liga- 
ment regions is common in subacute or acute 
pelvic inflammatory disease. As the active 
infection subsides, cellulitis disappears and 
is replaced by fibrous scarring, which is 
characteristic of a chronic burned out pelvic 
inflammatory process. More detailed infor- 
mation as to degree of induration, texture 
of tissues, etc., on pelvic examination, would 
be very important clinically in evaluating 
this patient. 

The laboratory data doesn’t add _ very 
much. Any serious infection, e.g. appendici- 
tis of this duration, tubo-ovarian abscess 
with rupture, of this duration, actively grow- 
ing neoplasm, etc., could produce this de- 
gree of leukocytosis with shift to left, this 
much elevation of sedimentation rate, etc. 
On the patient’s second hospital day a blood 
culture was taken, hemolytic streptococci 
grew in one tube, but the other was sterile. 
This is information of questionable value. 

In view of the patient’s downhill course 
it was felt that surgical intervention offer- 
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ed her only, and admittedly slim, chance, 
so that on the 14th day this was done. The 
uterus was found to be nodular and enlarged, 
extending four or five cm. above the umbili- 
cus, which confirms our impression that the 
lower abdominal mass of 14 years duration 
was a myomatous uterus. The right tube 
was markedly enlarged, three to four cm. 
in diameter — which is a new bit of perti- 
nent information. She had signs of gen- 
eralized peritoneal irritation with pain and 
tenderness over all her abdomen. If we had 
been given more information about the re- 
bound tenderness, etc., we might feel a little 
more confident of whether or not she had 
generalized peritonitis, as distinguished 
from peritoneal irritation, incidental to 
some localized inflammatory process in the 
right lower quadrant. Unfortunately we 
don’t have this information even after ex- 
amination at time of operation. In like man- 
ner, I would like to know whether or not the 
tube was continuous with the ovary, and 
whether the two together formed the in- 
flammatory mass, as is usual in gonorrheal 
tubal disease that has gone this far. 


The appendix could not be visualized, due 
to dense adhesions and limitations of the 
anesthetic, which is an unsatisfactory ob- 
servation. In the right lower quadrant there 
was about 60 cc. of foul smelling pus. The 
pus of a tubo-ovarian abscess is very foul 
smelling, and of a chronic or subacute ab- 
scess following a perforated appendix I 
think you might find the same situation, 
therefore this observation is not particularly 
helpful. The operative findings pretty well 
eliminate twisted myoma or twisted ovarian 
cyst. We can’t eliminate appendicitis be- 
cause appendicitis neglected and ruptured 
may spread infection in the pelvis producing 
tremendous enlargement of a tube or a tubo- 
ovarian mass, or may even involve both 
adnexae. ' 


A tubo-ovarian abscess is not as common 
in women 54 years old as it is in young 
women, and this is against such a diagnosis. 
I think that any acute infectious process 
involving the tubes and ovaries may cause 
some uterine bleeding, certainly in women 
of menstrual age it is often the cause of 
menstrual abnormality. It is not quite so 
easy to see why a postmenopausal endomet- 
rium would be bleeding from an infection 
around the tube and ovary. Malignancy in 
the tube does occur and, with no further 
description .of this tube than we have, we 
would not be able to rule out malignancy of 
the tube with secondary infection. Carci- 
noma of the oviduct is very uncommon, how- 
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ever; I know of no way it can be diagnosed 
clinically by pelvic examination. The only 
cases I have seen at operation were not diag- 
nosed until the specimen reached the lab- 
oratory because there was an associated in- 
fection which dominated the signs, symptoms 
and gross characteristics of the organ. I 
believe that the most likely diagnosis in this 
case is tubo-ovarian abscess which ruptured. 
I can not exclude the possibility of associated 
neoplasm from the information at hand. Ap- 
pendicitis also can not be excluded. 
CLINICAL DISCUSSION 

QUESTION: Do you feel that the terminat- 
ing condition here was peritonitis? 

DOCTOR BENNETT: If this woman had peri- 
tonitis, which was not pointed out in the 
description given at the operation, I would 
say she had a septicemia secondary to peri- 
tonitis, and died of infection. 

DOCTOR HOPPS: The sedimentation rate is 
said to be very helpful in differentiating be- 
tween appendicitis and pelvic inflammatory 
disease. Although this is by no means 100 
per cent, in the face of a markedly elevated 
sedimentation rate, pelvic inflammatory di- 
sease would seem to be a more likely diag- 
nosis. Has that been your experience? 

DOCTOR BENNETT: I don’t have sufficient 
experience from which to draw a conclusion. 
I might say though that the same thing is 
usually true of white blood count; in ap- 
pendicitis it is lower than it will be in acute 
gonorrheal salpingitis. In this particular 
case, the white blood count was not very 
high. Therefore the sedimentation rate 
would point one way, whereas the white 
count would point another. After eight days, 
sedimentation rate and leukocytosis are no 
longer much help in differential diagnosis 
between infectious diseases. 

DOCTOR CONRAD: There are two things to 
bear in mind so far as blood culture is con- 
cerned. First is the question of technique; 
this must be very meticulous. As a matter 
of fact, what we would like to do would be 
to organize the laboratory so that we could 
take the blood cultures ourselves. Under the 
carefully controlled conditions which we 
could consistently provide, positive cultures 
from contamination would be practically 
eliminated. Secondly, I would like to point 
out that there are so many, many miles of 
capillaries serarating venous from arterial 
blood, that a negative venous blood culture 
by no means excludes septicemia. Arterial 
blood cultures are much more significant in 
this respect and, incidentally, arterial cul- 
tures are very easily done. 
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ANATOMIC DIAGNOSIS 

DOCTOR HOPPS: At the time of autopsy, the 
external appearance was much as described 
in the protocol. When we opened the ab- 
dominal cavity we found approximately one 
liter of slightly cloudy, orange-yellow fluid 
with a slightly foul odor. Although this was 
obviously inflammatory exudate, it was not 
frankly purulent. The lower margin of the 
liver extended five cm. below the costal mar- 
gin at the right midclavicular line. The 
speen was enlarged two or three times, and 
quite firm. The entire colon was moderately 
distended by gas. The uterus was essential- 
ly as described at the time of operation; it 
extended six cm. above the umbilicus and 
presented a mass of large, firm nodules. Both 
oviducts and ovaries were adherent and 
intimately related to this. The pleural cav- 
ities each contained approximately 200 cc. 
of serous fluid which did not have a foul 
odor. The lungs were approximately two 
times enlarged and there was considerable 
dependent hyperemia and edema. There 
seemed to be relatively little pneumonia. 
The heart was moderately enlarged (480 
gms.), very soft and flabby. Upon opening 
the heart, the anterior cusp presented a de- 
fect (perforation) in the center which was 
almost round, approximately 12 mm. in di- 
ameter. It extended to within four mm. of 
the free margin of the cusp and almost to 
the base. Projecting from the lower aspect 
of this perforation there was an irregular 
tongue-like vegetation, apparently of recent 
origin, friable and of mixed colors, gray and 
red, representing platelets and erythrocytes 
respectively. The other two cusps were 
slightly thickened on their convex surfaces 
and there were slight mural thrombi here 
also. This then represented acute bacterial 
endocarditis. As you know, septicemia is 
frequently complicated by acute bacterial 
endocarditis and this was the curcumstance 
here. The cause of this woman’s death was 
septicemia co-existing with peritonitis. The 
most significant findings relating to cause 
of this septic process were in the genital or- 
gans. The uterus was very large. Together 
with the adherent tubes and _ ovaries, _ it 
weighed 2975 gms. It was made up of mul- 
tiple round, firm tumors which had the 
characteristic appearance of leiomyomata. 
They varied in size; the largest single one 
measured 12x7x10 cm. — there were per- 
haps 20 in all. They presented no significant 
degenerative changes and nothing to suggest 
malignant neoplasia, nor was there any 
evidence of malignant neoplasia in the 
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uterus, as such. The endometrium was some- 
what thickened, slightly granular, and the 
endometrial cavity contained blood; this 
was an effect of acute endometritis. Both 
oviducts were dilated to three or four cm. 
in diameter and filled with thick purulent 
fluid. Although the ovary was firmly at- 
tached to the oviduct in each instance, it 
had not become inseparably fused, as is so 
often the case in gonococcal infection to 
produce a so-called tubo-ovarian mass. Par- 
ticularly on the right side the ligamentous 
structures were fused to the ovary and 
seemed to be considerably indurated, as a 
part of this infectious process. Microscopic 
study revealed that the suppurative process 
had extended from the oviduct into the liga- 
mented structures and to the immediate 
proximity of large blood vessels. In all prob- 
ability the origin of the peritonitis and 
septicemia was here. Some eight days after 
a process of this sort is under way it is 
usually impossible to demonstrate the origi- 
nal minute point of perforation because of 
fibrinous and fibrous adhesions, marked 
friability of all tissues in the region, etc. 
Now, to summarize these reactions in 
terms of septicemia which, in final analysis, 
was the most important change. The effects 
of septicemia can be classified under three 
broad headings: 1. Those changes which are 
directly related to infectious organisms. Un- 
der this category we have the suppurative 
foci within the oviducts involving adjacent 
structures and extending into the peritoneal 
cavity. There is also the focal destructive 
lesion involving an aortic valve cusp. 
2. Those effects of toxemia which are an in- 
herent part of septicemia. In this case, these 
include the myocardium (parenchymatous 
degeneration) with considerable fatty 
change; hyperemia and edema in the lungs 
(an expression of increased capillary per- 
meability) ; marked parenchymatous degen- 
eration of the liver, (which incidentally 
weighed 2560 gm., almost twice the nor- 
mal) and of the kidneys; considerable 
atrophy and degeneration of the suprarenal 
glands, particularly with loss of the lipid 
content of the cortex. In terms of Selye’s 
adaptation syndrome, the picture is charac- 
teristic of the stage of exhaustion. 3. Those 
changes which express defense reaction of 
the body. Fitting in with this we have splen- 
omegaly; the spleen weighed 440 gm., and 
exhibited both reticular and follicular hyper- 
plasia. There was hyperplasia of the bone 
marrow, and shift to the left in leukocytosis. 


Lymph nodes were hyperplastic and there 
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was lymphadenitis. Our final pathologic 
diagnosis was as follows: 

1. Chronic suppurative salpingitis, bilat- 
eral, with acute endometritis 
Peritonitis, acute 
Acute septicemia (hemolytic strepto- 
coccal) with septic hyperplasia of 
spleen, liver, lymph nodes and bone 
marrow, and acute perforative bac- 
terial endocarditis of aortic valve 

1. Hypertrophy of heart with dilatation 
5. Parenchymatous degeneration, mark- 

ed, of heart, liver and kidneys with 

atrophy and lipid depletion of adrenal 
cortex 
6. Recent wound of operation, abdominal, 
with fibrinous omental adhesions 
7. Hydrothorax, bilateral 
8. Hyperemia and edema of the lungs 
with slight basilar atelectasis 
9. Hyperemia of kidney, pancreas and 
heart 
10. Petechial hemorrhages of the stomach 
11. Slight hydronephrosis and_hydro- 
ureter, bilateral 
12. Partial obliteration of the appendix 
through muscular hyperplasia 
Obesity 
14. Dental caries 
15. Arcus senilis. 
DISCUSSION 

QUESTION: Was this correctly diagnosed 
before death? 

DOCTOR HOPPS: The clinical diagnosis in 
this case was ruptured appendix. 

QUESTION: What part did the peritonitis 
play as a cause of death? 

DOCTOR HOPPS: There was a generalized 
peritonitis. To what extent this had been ef- 
fected by the penicillin and sulfonamides is 
hard to say. Clinically, this certainly cloud- 
ed the issue. One other possibility that must 
be considered, — for which we have no posi- 
tive evidence, — is that this could all have 
been a gonococcal affair. If gonococci had 
been present, I think that they would not 
have been recovered by the laboratory, in 
view of the manner in which this blood was 
cultivated. Gonococcal etiology would fit in 
with the salpingitis and also would be more 
consistent with the type of endocarditis ob- 
served, since gonococcal endocarditis is no- 
torious for its destructive characteristics as 
was obseryed here. Furthermore, gonococci 
often involve the aortic valve (as was the 
case here). 
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PULMONARY EDEMA 
AND PAROXYSMAL 
CARDIAC DYSPNEA 


‘The development of pulmonary 
edema at night may in certain cases 
be prevented and in addition effec- 
tively treated by intramuscular 

administration of aminophyllin in 


dosages of 0.5 Gm.’ 


The diuretic action of Searle Amino- 
phyllin frees the tissues of excessive 
fluid; its myocardial stimulating ac- 
tion improves the efficiency of heart 


contractions. 


G. D. Searle & Co., Chicago 80, Ill. 
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ORAL...PARENTERAL...RECTAL DOSAGE FORMS 
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PROGRESS NECESSITATES CHANGE 


The Oklahoma State Medical Association has grown to such size that 
there is no longer adequate space in Oklahoma City to hold its Annual 


Meeting except in the Municipal Auditorium. 


This change in location, however, offers an opportunity to vary to 
some extent the nature of the program presented, introduce new features, 
reactivate others, and in general prepare a more comprehensive program 


of wider interest. 


The Scientific Works Committee is planning general sessions, panel 
discussions, movies, scientific exhibits, and television. Especially do we 
invite your attention to the reactivation of the scientific exhibits. In view 
of the rapid changes and progress in medicine today they should be of 


very great educational value. 


The new location for the meeting will require some effort on the part 
of members of the Association to break old habits of attendance and get 
them out of the hotels of their choice for a meeting place some blocks 
distant. Your Committee, nevertheless, has assured us that the contem- 
plated program will accomplish even this. We urge you now to make 


your plans to attend the Annual Meeting in Oklahoma City June 5, 6, 7. 


President. 
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PUBLIC RELATIONS REPORTER 


GENERAL PRACTICE IN ENGLAND 

On assignment from the A.M.A. Board 
of Trustees, three deans of U. S. medical 
schools have completed a two months’ study 
of medical practice in England under the 
National Health Serivce Act. 

Speaking of the role of the general prac- 
titioner in present day England, the report 
observes that “since the adoption of the 
Act, the general practitioner no longer has 
hospital privileges. Nor does he command 
the direct use of those ancillary depart- 
ments which have become essential to good 
medical work, the clinical laboratory, X-ray 
facilities, etc. He must confine his activities 
to home calls and office visits. 

“The frustration within the field of gen- 
eral practice which was beginning to be- 
come apparent under the old panel system 
has been greatly accelerated by the regu- 
lations of the Act.” 

As a result of this situation, the report 
adds, “the future of this backbone of the 
profession is in grave doubt.” 

Although the general practitioner can 
take postgraduate training at the expense 
of the Ministry of Health, the deans found 
that relatively few men are taking advan- 
tage of the opportunity. The reason most 
frequently given for this is that he cannot 
practice medicine under present restrictions 
any more effectively after he takes the 
course, so why take it. The frustration of 
the man in general practice under existing 
circumstances, they state, is by far the most 
significant defect in British medicine. 


NEW INSURANCE PLAN 

California Physicians Service has launch- 
ed a voluntary prepaid medical service to 
cover the costs of 23 diseases which they 
term “catastrophic”. Cancer, polio, tuber- 
culosis, heart disease and paralysis are in- 
cluded. This insurance pays up to $5000 for 
medical, surgical, X-ray and laboratory ser- 
vices for a period of two years and is the 
first of its kind in the nation. 

FEDERAL PUBLIC RELATIONS 

There are 3,666 full and part-time public 
relations men and women employed by the 
federal government, according to the Chi- 
cago Journal of Commerce. Of these, 89 work 
for Oscar Ewing and the Federal Security 
Agency. 

The total estimated cost of Uncle Sam’s 
public relations runs to $1314 million a year. 
The Journal says “The publicists have a 
common major assignment: To provide the 
sort of public information which will make 
governmental activities appear in a favor- 
able light.” 

LETTERS FROM EWING 

It is reported that resolutions against 
compulsory health insurance which are sent 
to President Truman are being turned over 
to the Federal Security Agency. 

F. S. A. Chief Oscar Ewing then answers 
them with a letter “explaining” that the 
proposed national health insurance program 
“is not socialized medicine.” 

Because of this, the Public Policy Com- 
mittee recoramends that in the future reso- 
lutions be sent only to Senators and Rep- 
resentatives. 





RECOMMENDED READING 


Among the current books which are 
of much interest to doctors of medicine 
are these. You can secure many of 
them from local bookstores and librar- 
ies or order direct from the publishers. 


NINETEEN EIGHTY-FOUR, George 
Orwell. Harcourt-Brace, 1949. $3.00. 
A best-selling novel dealing with the 
consequences of rising statism. 


THE ROAD AHEAD, John T. Flynn. 
Devin-Adair, 1949. $2.50. An excel- 
lent analysis of controlism and so- 
cialism in England and America, by 
a prominent New Dealer. A paper- 
bound edition is available for $.50 
from Committee for Constitutional 
Government, 205 E. 42nd St., New 
York 17. 





ORDEAL BY PLANNING, John Jewk- 
es. MacMillan (Toronto), 1948. $3.25. 
Acute observations on the British ex- 

periment by a leading economist. 

SOCIALISM IN AMERICA, U. S. 
Chamber of Commerce. 1950. $.50. 
Brief, factual, realistic and very 
much worth reading. Order direct 
from U. S. Chamber of Commerce, 
Washington 6, D. C. Special prices 
for orders of 2 or more copies. 

COMPULSORY MEDICAL CARE 
AND THE WELFARE STATE, Mel- 
chior Palyi. National Institute of Pro- 
fessional Services, 1950. $2.00. An 
analysis based on a special study of 
governmentalized medical care sys- 
tems on the continent of Europe and 
in England. Order from publisher at 
75 E. Wacker Drive, Chicago 1. 
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Heart 
Recordings 
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The General Electric direct-writing Cardio- 
scribe, with its push-button control is destined 
to extend to new horizons the applications of 
electrocardiography. Of particular interest is 
its possible application in those situations 
where, in the past, it has been felt that 
electrocardiography was a too-involved and 
technical procedure for any but specialized 
applications. 
Look what you get with the 
GE Cardioscribe ! 

¢ 7 push-button controls, make possible 

taking 17 separate leads, without regard to 

numerical sequence! 
e Push-button switches! 
e Ability to utilize all present day technics ! 


Ask your GE representative for a demonstra- 
tion, or write direct to. 


GENERAL @@ ELECTRIC 
X-RAY CORPORATION 
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No darkroom delay — Results 
are available immediately for 
interpretation as each lead is 
completed. No darkroom space, 
equipment or supplies required. 


Independent time marker — A 
second, completely independent 
stylus is provided for indicat- 
ing time and lead marks on the 


record paper 


Portability — Compact, and en- 
tirely self-contained in blond 
mahogany cabinet 


OKLAHOMA CITY 
627 N. W. 10th STREET 
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O.S.M.A. FIFTY-SEVENTH ANNUAL MEETING OUTGROWS HOTELS; 
TO BE HELD IN AUDITORIUM; WILL FEATURE TELEVISION, MOVIES 


Outgrowing available hotel facilities, for the first time 
in its history, the 57th Annual Meeting of the Oklahoma 
State Medical Association will be held in the Municipal 
Auditorium, Ok'ahoma City. Another significant fea 
ture of the 1950 Annual Meeting is the change in dates 
from May to June 5, 6, and 7. 

In the past hotel accomodations have always been 
one of the most serious problems confronting the meet 
ing and because of the large number of other meetings 
scheduled for May in Oklahoma, adequate space could 
not be secured. Both the Skirvin and Biltmore Hotels 
have promised complete cooperation for the June dates. 
These new dates will also work to the advantage of the 
commercial exhibitors as a survey made by the Associa 
tion indicated that 17 other state medical associations 
have meetings scheduled for May, 1950, including at 
least one slated for exactly the same dates as those 
originally set by the O.S.M.A. 

or the first time since before the war, scientific ex 
hibits will figure prominently in the meeting. The scien 
tific work committee has found that much better, more 
satisfactory scientific exhibits will be available for the 
June dates since they are not in demand at other 
points. 

Inaugurating a new feature, plans are being develop 
ed for the extensive use of television not only for the 
purpose of bringing surgical and medical procedures to 
those in attendance at the meeting, but it is also plan 
ned, if at all possible, to bring a television show which 
will be of general public interest and will be broad 
east. 

Members of the scientific work committee have re 
organized the scientific program along the lines phy- 
sicians showed their preference for in the survey re 
cently conducted by the executive office. Guest speakers 
have now been invited for the following specialties, 
ophthalmology; ear, nose and throat; urology; derma 
tology and syphilology; radiology; pediatrics; internal 
medicine; neurology and psychiatry; general surgery; 
obstetrics and gynecology; and orthopedics. Outstanding 
men in those fields will participate. Additional infor 
mation on the speakers will appear in the next issue 
along with a complete program of the three day meeting. 

Roundtable luncheons will again be held this vear. 
The President’s Dinner Dance is scheduled for Tues 
day night June 6. Council and House of Delegates will 
meet Sunday, June 4, preceding the scientific program. 


In emphasizing that the facilities at the Municipal 
Auditorium Zebra room will add to the comfort and 
convenience of the physicians attending the meeting, 
the committee pointed out that the Auditorium, located 
in beautiful Civie Center, is within walking distance of 
all downtown Oklahoma City hotels. Evening _ social 
functions, will be held in hotels. 

At Journal deadline the majority of commercial ex 
hibit space had been sold and the response was re 
ported as most satisfactory. With unlimited = space 
available in the Z*bra Room, scientific and commercial 
exhibits can be displayed at an advantage and scien- 
tifie sessions will be improved from the standpoint of 
space and convenience. 

Members of the Auxiliary have planned an extensive 
program designed to be interesting, entertaining and in 
structive for wives of physicians attending. 

A convenient hotel reservation blank appears at the 
bottom of this page. Physicians are asked to fill in 
the blank and return to the Executive Office as soon 
as possible so that the type reservations desired can 
be secured. Reservations will be confirmed immediately 
hy the hotels. 


O.S.M.A. MEMBERS INVITED 
TO RHEUMATISM MEETING 


W. Paul Holbrook, M.D., Tucson, Arizona, will ad- 
dress the Oklahoma Rheumatism Society on ‘+The Use 
of ACTH and Cortisone (Compound E)’’ at the Bilt- 
more Hotel, Oklahoma City, June 4. 

Doetor Holbrock will also answer questions at a 
roundtable discussion at luncheon. Scheduled for the 
day preceding the scientific sections of the Annual Meet- 
ing, all physicians are invited to attend. There will be 
a small revistration fee. Members of the Oklahoma 
Rheumatism Society are also slated to speak at the 
Fession. 

Doctor Holbrook, who is now president of the Na- 
tional Arthritis and Rheumatism Foundation, was sur 
geon general of the air forees during the war. He is 
an internist. He is a member of the American Rheuma 
tism Association and a former president of that group. 

Officers of the Oklahoma Rheumatism Society are E. 
Goldfain, M.D., Oklahoma City, President; J. R. Staey, 
M.1})., Oklahoma City, secretary; and Sumner Y. Andel 
man. M.D., Tulsa, vice president 








Length of stay 


Type of accomodation desired 


Town 





HOTEL RESERVATION 


Clip and Mail to Oklahoma State Medical Association 
teservations Committee 
210 Plaza Court Oklahoma City 3, Oklahoma 
Arrival date (day and approximate hour) 


Accompanied by wife Yes 

Single Room 
Double room with twin beds. 

Hotel preference (give first and second choice). 


RESERVATION WILL BE CONFIRMED BY HOTEL, 
NOT THE EXECUTIVE OFFICE. 


No. 
. Double Room. 
Suite. (Check one). 


, M.D. 
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prolonged action: 


...purified...potent...rigidly standardized to 
meet the various requirements of diabetics. 


peak effect within 3 to 4 hours, waning rapidly 
INSULIN SQUIBB 

10-cc. vials (40, 80 & 100 units per cc.) 

INSULIN MADE FROM ZINC-INSULIN 
CRYSTALS SQUIBB 


10-cc. vials (40 & 80 units per cc.) 


peak effect in 8 to 12 hours, with action continuing 
sometimes for 16 or more hours. 

GLOBIN INSULIN WITH ZINC SQUIBB 

10-cc. vials (40 & 80 units per cc.) 


onset slow; peak effect in 10 to 12 hours, with action 
sometimes persisting for 24 or more hours 
PROTAMINE ZINC INSULIN SQUIBB 

10-cc. vials (40 & 80 units per cc.) 
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DOCTOR NEWMAN RECEIVES 
FIFTY YEAR PIN 


One of the foremost pioneers in Oklahoma medicine 
has added another badge of distinction to the many 
other honors he has received, At a recent meeting of the 
Northwest Counties Medical Society a 50 Year Pin 
was presented to Doctor Newman by George H. Gar 
rison, M.D., O.S.M.A. president. 

Dr. Newman, who was inducted into the Oklahoma 
Hall of Fame in 1943, is a member of the Board of 
Directors of the Oklahoma Medical Research Founda 
tion and has been on the Board of Medical Examiners 
for several years. 

Coming to Oklahoma in 1900, he was in practice first 
in Old Day County before coming to Shattuck. Dr 
Newman was born at Peebles, Adams County, Ohio De 
cember 29, 1876. He was graduated from the medical 
department of the University of the South Sewanee, 
Tennessee in 1900 and in 1906 attended the medical col 
lege of Ohio University at Cincinnati. Dr. Newman has 
taken approximately 40 postgraduate courses since he 
began practice with his rule of ‘‘at least one post 
graduate course a year’’ interrupted only during the 
late war. 

In 1948 he remodeled and enlarged his hospital for 
the sixth time. The present building consists of 60 beds 
with the recent addition completely air conditioned. 
There are no wards. 

\ member of the Council, Dr. 
heen active in his county and state medical groups. He 


Newman has always 


is a member of the American College of Surgeons. Fol 
lowing service in World War I, he was discharged as a 
captain. He is a Master Mason, Scottish Rite Mason and 
Shriner, a member of Odd Fellows, W.O.W. and M.W.A. 


ENGLISH PATHOLOGIST 
TO LECTURE HERE 


\ lecture of interest to Oklahoma physicians will be 
given in Oklahoma City April 25 by Dr. H. L. Sheehan, 
professor of pathology at the University of Liverpool, 
England. 

Doctor Sheehan will speak at 4 p.m. April 25 in the 
main auditorium of the University of Oklahoma School 
of Medicine. His subject will be ‘*The Physiopathology 
of the Pituitary and Clinical Aspects of Hypopituitar 
ism,’’ 

Ile is visiting the United States as one of the guests 
of the Fourth International Congress on Obstetrics and 
Gynecology, meeting in New York in May, and is com- 
ing to Oklahoma City at the invitation of one of the 
officials of the Oklahoma Medical Research Foundation. 

Doctor Sheehan obtained his Degree of Medicine at 
Manchester, England, in 1921. Ile worked several years 
Department of Pathology at Manchester uni 
versity and visited Baltimore in 1934 with a Rockefelle: 


Medical Fellowship 


in the 


Ile was Director of Research at Glasgow Royal Ma 
ternity Hospital from 1935 until 1946, and since then 


has been at the University of Liverpool as professor 


Hlis main lines of reasearch have dealt with panhypo 


pituitarism, the toxemias of pregnancy and studies of 


Doctor Sheehan is best known to professional men 
in \merica because if what is often referred to as 
‘Sheehan's syndrome,’’ the acute pituitary insuffi 


as the result of postpartum hemorrhage. 
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CANCER SOCIETY 
PLANS CAMPAIGN 


The Oklahoma Division of the American Cancer So 
ciety held its annual meeting at the Skirvin Hotel, Ok 
lahoma City, March 3 and 4. 

Speakers were Dr. Charles 8. Cameron and Mrs. 
Harold V. Milligan from the national office. Also par 
ticipating in the program were George 8. Garrison, M.D., 
O.S.M.A. President; Dr. Mark Everett, Dean of the 
University of Oklahoma School of Medicine, and others. 


This meeting was concerned with preparations fo1 
the April financial campaign, and organizations were 
perfected for it through the leadership of Henry G. 
Bennett, M.D., State Campaign Chairman, and = Mr. 
Robert D. Enoch, Campaign Manager, and officials of 
the Oklahoma Division. 

The meeting was attended by county commanders 
from over the state and a number of interested cam 
paign workers, 

Goal set was $190,000, although it is hoped to ex 
ceed that in order to carry on an expanding program 
of education, lay and professional, service and research. 
am is of interest to doctors throughout the 
state and it is hoped they will lend their active sup 


This pr 


ol 


port and participation to the campaign 





OBS.-GYN. CONGRESS SLATED 


Sponsored by the American Committee on Ma 
ternal Welfare Incorporated, the International and 
Obstetrics and Gynecology 
will be held May 14-19 at the Statler Hotel in 
New York, 


urth Congress o1 


The registration fee of $10 ineludes membe1 


the Committee on Materna Welfare and 


a year’s subscription to the committec ’s official 
magazine, T hie Vothe 

' 

' 

| 


Application blanks may be secured from Leroy 
ll. Sadler, M.D., 1200 North Walker, Oklahoma 


stratior tee to 





City Please do not send the reg 
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Salyrgan, trademark reg. U. S. & Canada 
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BRAND 


Release of 
edema fluid in 
cardiac failure 


Salyrgan-Theophylline mobilizes both water 
and sodium for increased urinary excretion. 


The improved water metabolism means 
less work for the heart, less taxing of the 
respiratory capacity. 


Salyrgan - 


Theophylline 


A 


OF MERSALYLI NOD THEOPHYLLINE 


IN 2 FORMS: 


Parenteral—1 cc. and 2 cc. ampuls. 
Oral — Tablets. 


DOSAGE 
Parenteral: Initial adult test dose 0.5 cc. Thereafter 
frequent small doses (daily or every other day). 
Or a larger dose (up to 2 cc.) at less frequent intervals 
(once or twice a week). 


Oral: Average adult dose, 5 tablets after breakfast 
once a week. Or 1 tablet 3 or 4 times daily on two 
successive days of the week. Maintenance dose, 

1 or 2 tablets daily. With continued use, rest periods 
are recommended; e.g., from 3 to 7 days in 

every month. 
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PSYCHOSOMATIC MEDICINE, Edward Weiss, M.D., 
and O. Spurgeon English, M.D. 803 pages. Second 
Edition. Philadelphia and London. W. B. Saunders 
Company, 1949. 

The reader will find a comprehensive review of this 
excellent book in the November, 1943 issue of the 
Journal. Here the present reviewer stressed the timely 
note it sounded in the field of internal medicine where 
a distraught profession struggling with the rapid 
progress of medical science had neglected the time 
tried art of practice. 

In this first edition the authors rendered a great 
service by a restatement of Hippocratic principles 
amounting to a reactivation of an old concept under 
the stimulating guise of a new name. If the people 
of this day had been properly indoctrinated in the realm 
of humanism they would have recalled the fact that one 
of the errors of Plato’s day was the separation of soul 
and body. 


It is heartening to have a second edition of this val- 
uable work. The chapters have been rearranged; a 
chapter on psychosomatic diagnosis has been added; 
there are new charts and tables and additional case 
reports. The strain and stress upon psyche and soma 
during the late war posed problems and taught lessons 
which have enhanced the value of this new edition. 


The physician who reads this book should be im- 
pressed with his responsibility to the patient as a com- 
posite whole and intrigued by the absorbing task of 
intelligently meeting the needs of both body and soul. 
This book should be constantly before medical students 
and interns, available to every physician and it should 
be carefully studied and applied by evry general prac- 


titioner.—Lewis J. Moorman, M.D. 


DIFFERENTIAL DIAGNOSIS OF CHEST DISEAS- 
ES. By J. J. Singer, M.D., F.A.C.P., F.C.C.P. Lea 
and Febiger, 1949. pp. 344. 


This book, directed primarily at the general practi- 
tioner, gives a balanced and inclusive view of all the 
common abnormalities encountered in the examination 
of the chest. A special effort has been made to deal 
with each major thoracic abnormality systematically 
and coherently, concluding with a section suggesting a 
basis of differentiation between the abnormality dis- 
eussed and other conditions with which it might be 
confused. It is easy to read, is concise and the author 
is a well known authority—J. W. Morrison, M.D. 





ESSENTIALS OF OBSTETRICAL AND GYNECO- 
LOGICAL PATHOLOGY. Robert L. Faulkner, M.D., 
F.A.C.S. and Marion Douglass, M.D. Second Edition. 
St. Louis, The C. V. Mosby Company. 

This is the second edition of a textbook which has 
proved its popularity with the specialist, general prac- 
titioner and medical student. 


The book is attractively bound, well printed and 
beautifully illustrated with over 300 black and white 
studies including three color plates. The microphoto- 
graphs are unusually clear and well selected. 

The material is concise and well presented in a logi- 
cal manner beginning with an excellent chapter on 
‘*The Surgical Specimen’’. 

The second chapter deals with the elements of 
histology which is of particular value in reviewing for 
pathological exams in the specialty boards. 

The material is then presented by the organ and in 
cludes a very concise discussion of local pathological 
lesions. The illustrations are superb. The discussions are 
brief and bibliography of non-essential information is 
obviously omitted. The text includes obstetrical path- 
ology as well. 

This second edition contains many additional illus 
trations and many additions to the original text. 

The book should be of particular value to the phy- 
sician in residency training and to those preparing for 
examinations by surgical specialty certification boards. 
The text included only those essentials that the student 
may be expected to grasp or what the average clinical 
obstetrician and gynecologist may be expected to easily 
retain in mind.—Gerald Rogers, M.D. 





FOR THE NEW MOTHER, Mildred V. Hardcastle. 

John C, Winston and Company. Philadelphia. 

A cleverly written and unique book which may be 
the answer to the difficult period of readjustment that 
each new mother must undergo. 

In a breezy and informal way Mrs. Hardeastle of- 
fers the new mother practical helps and suggestions in 
taking care of both the baby and herself. 

It covers the period from the first month to the first 
birthday. What to expect of the baby; how to feed 
him; what to do in an emergency, all are ineluded, 
plus suggestions for keeping physically fit, calm, and 
cheerful during the first year. 

The author makes no attempt to write a scientific 
article, but merely supplementing the advice given by 
her obstetrician and pediatrician——Gerald Rogers, M.D. 








CLASSIFIED ADS 














FOR SALE: Latest and complete ophthalmological 
equipment, otolaryngological equipment, including in- 
struments and office furniture. This practice is ready 
to step into; and available due to the recent death of 
one of Oklahoma City’s outstanding specialists. The 
practice records, and good will are gratis. Priced reason 
ably. Write Key 8, care of the Journal. 


FOR SALE. 1 G.E. #9 Comination R. and F. Table 
with #16 stand on rails. 1 G.E. eurved Bucky dia- 
phragm. 2 G.E, 30 MA radiation tubes. 1 G.E. 5-30 
transformer with remote control including hand timer. 


Write Key H, care of The Journal. 
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Play Safe With “Rex Playground Equipment” 


Keep the children happy, healthy and entertain- 
ed in their own back yard. Give them the invalu- 
able privilege of companionship with other child- 
ren, knowing they are safe and having fun in 
their own back yard. 





Built strong and sturdy enough for the parents 
as well as the children to play on. 


Phone or Write for Bulletins 


REX SALES COMPANY 


2735 N. W. 10th Phone 92-2880 
Oklahoma City 7, Okla. 




















OVER 31 YEARS OF EXPERIENCE 


COLLECTING DORMANT ACCOUNTS FOR HOSPITALS AND PHYSICIANS 


ALL FUNDS PAID DIRECT TO OUR CLIENT 


We prepare and keep all the records—furnish the supplies—do all detail work—pay part of routine 
postage. The plan is successful and altogether different from any other. Efficient organization and field 


- Reading & Smith Service Bureau 


1004 Commerce Trust Bldg. Kansas City, 6, Mo. 























Doctor... 
Here are two great Spot Tests that simplify urinalysis 


GALATEST ACETONE TEST 


(DENCO) 





The simplest, fastest urine sugar test For the rapid detection of Acetone in urine or in blood 


plasma. 












known. — 


7 








A LITTLE POWDER A LITTLE URINE COLOR REACTION IMMEDIATELY 


GALATEST AND ACETONE TEST (DENCO) . . . Spot Tests that require no special 
laboratory equipment, liquid reagents, or external sources of heat. One or two 
drops of the specimen to be tested are dropped upon a little of the powder 
and a color reaction occurs immediately if acetone or reducing sugar is present. Joslin, E. P., et al: Treatment of 
False positive reactions do not occur. Because of the simple technique required, Diabetes Mellitus — 8 Ed., Phila., 
" . a . 2 lea & Febiger, 1946 P. 241, 247 
error resulting from faulty procedure is eliminated. Both tests are ideally suited 
for office use, laboratory, bedside, and ‘‘mass-testing.”’ Millions of individual 


BIBLIOGRAPHY 


Lowsley, O. S. & Kirwin, T. J. Clin 


tests for urine sugar were carried out in Armed Forces induction and separation ical Urology — Vol. 1, 2 Ed., Balt., 
centers, and in Diabetes Detection Drives. Willioms & Wilkins, 1944 — P. 31 
The speed, accuracy and economy of Galatest and Acetone Test (Denco) hove Duncen, G. G.: Diseases of Metabo 


been well established. Diabetics are easily taught the simple technique. Acetone lism — 2 Ed., Philo., W. B. Saun 
Test (Denco) may also be used for the detection of blood plasma acetone. ders Co., 1947 — P. 735, 736, 737 


Stanley, Phyllis: The American Journal 


WRITE FOR DESCRIPTIVE LITERATURE. of Medical Technology Vol. 6 
No. 6, Nov., 1940 and Vol. 9, No 


THE DENVER CHEMICAL MANUFACTURING CO., INC. 1, Jon., 1943 


163 Varick Street, New York 13, N. Y. 
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TWENTY-FIVE YEARS AGO 








THE PRESIDENT’S RECEPTION of the next an 
nual meeting at Tulsa, will be held at Akdar Shrine 
Moscue, Wednesday evening, May 13th. 





















BECKHAM COUNTY MEDICAL SOCIETY © will 
meet at Sayre on April 7th, in a public meeting, ‘at 













which a number of speakers from over the state will 







make addresses, 










Electrosurgical Unit 


...@ MODERN LOW-COST SUR- 
GICAL UNIT for all minor and 
various major surgery. 


The Birtcher BLENDTOME is a surpris- 
ingly practical unit for office surgery. 
With this lightweight unit, you have a// 
the electrosurgical procedures of major 
units—electro excision, desiccation, ful- 
guration and coagulation. While not 
meant to be compared to a large hos- 
pital unit, the BLENDTOME has been 
successfully used in many TUR cases. 
Such facility indicates the brilliant per- 
formance of the BLENDTOME. 

_ 4 BASIC SURGICAL CURRENTS 
. Tube Generated Cutting Current. 

. Spark-Gap Generated Coagulation Current. 
3. A controlled mixed blend of both above 

currents on selection. 

. Mono-polar Oudin Desiccation-Fulguration 
Current. 





OTTAWA COUNTY MEDICAL SOCIETY held its 
monthly meeting at the Miami Baptist Hospital, March 
oth, with Dr. P. P. Nesbitt, Muskogee, as the principal 


sper ke *T. 












DR. T. F. GROSS, Lindsay, recently attended the 
Santa Fe Railroad Physicians and surgeons meeting at 







Temple, Texas. 






THE MIGRATION to the new Medieal Arts Building 
in Oklahoma City has begun, several practitioners hav 








ing already made the move. 












THE WEEDN HOSPITAL, Waurika, which was 
partially destroyed by fire, has been rebuilt, and newly 






equipped, 







DR. H. K. SPEED, Sayre, was hi-jacked in his 


garage last month after returning home in the evening, 






















a 


being relieved of only a few dollars, 









DRS. COLWICK AND COLWICK, Durant, are 


erecting a two story building to be used as a nurses’ 










home, making room for many more patients at their 





hospital. 













SCHEDULE 
POSTGRADUATE COURSES 
University of Oklahoma 
School of Medicine 






~ 





tan 









tof 


ry 
















Shri Never before has a surgical unit of 
: C 
_- Sp mg es 1950 4 such performance been offered at 
Apr. 6-7-8, 1950 Course in Abdominal the low price of the Blendtome. 


Surgery Write “Blendtome Folder” on your 

Apr. 17-18, 1950 Course in care of rescription blank or clip your letter 
a . ead to this advertisement. Reprint of 
7 I rematul © electrosurgical technic mailed free on 

June 1-2-3, 1950 Course in Cardiology request. Please indicate your specialty. 









U 













All of these courses will be held at THE BIRTCHER CORPORATION 
the University of Oklahoma School of 5087 Huntington Drive Los Angeles 32, Calif 
Medicine in Oklahoma City, Oklahoma. 


Outside speakers are being arranged 
tor scour. — BLENDTOME DEALERS 
Watch for further announcements CAVINESS-MELTON SURGICAL CO. 


concerning these courses. Further in- 
formation may be obtained at the office Oklahoma City 
of Postgraduate Instruction, University 
of Oklahoma School of Medicine, 800 MID-CONTINENT SURGICAL 
Northeast 13th St., Oklahoma City 4, SUPPLY CO. 

Oklahoma. 












Tulsa 
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WALTER W. WELLS, M.D. 
1880-1950 

Walter W. Wells, M.D., Oklahoma City, died Feb 
ruary 14, 1950. 

Dr. Wells was born in Osborne, Kansas, in 1880. 
He moved to Woods county in 1893 and lived there 
until coming to Oklahoma City in 1907. He was grad 
uated from the University of Oklahoma medical school 
in 1910 and after being on the medical school staff for 





many years, he was named professor emeritus in 1946. 

He was past president of the Oklahoma County Medi 
cal Society, a life member of the Central Association 
of Obstetricians and Gynecologists and the American 
College of Surgeons, past grand patron of Eastern 
Star in Oklahoma, past patron of Oklahoma chapter 10, 
Alpha Kappa Kappa fraternity, Oklahoma City Golf 
and Country Club, Men’s Dinner club and Ok!ahoma 


City Chamber of Commerce. 


He was a member of the First Christian Church. Dr 
Wells served as a captain in the medical corps in 
France during World War I. 

Survivors include his widow of the home, one sister 


and one brother. 


HARVEY O. RANDEL, M.D. 

1894-1950 
Harvey O, Randel, M.D., well known Oklahoma City 
ophthalmologist, died suddenly February 17 at his home. 
Dr. Randel was born in Muskogee and began pra 
tice in Okmulgee in the 1920's and established his 

Oklahoma City practice in 193s. 
Dr. Randel received his medical degree from Rush 
Medical College and did postgraduate work at the 


An Observation on the Accuracy of Digitalis Doses 
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University of Pennsylvania, the University of Vienna, 




























and Stanford University, receiving master’s degrees 
from all three. 

A past president of the Oklahoma Society of Ophthal 
mology, a member of the American Board of Ophthal 
mology, American College of, Surgeons, Phi Chi medi 
cal fraternity, a S2nd degree Mason and Shriner, a 


member of the Men’s Dinner elub, Queensberry club, 


Oklahoma City Golf and Country club and Elks lodge 

Dr. Randel was a captain in the medical corps of the 
air force in World War I. He was a member of the 
Westminster Presbyterian church 

Dr. Randel is survived by his mother, his widow, Ruth 
Sadler Randel, one son, Dr. Harvey O. Randel, jr... now 
at the University of Pennsylvania hospital in Phila 
delphia, a grandson and one brother 


POSTGRADUATE COURSE 
IN INTERNAL MEDICINE 


The fourth circuit of instruction in Internal Medi 
cine, by Robert M. Becker, M.D., opened in Ponca City, 
Tulsa, Bristow Sapulpa, Guthrie and Stillwater~- 


on March 20. This cireuit will close May 26, 


The enrollments and attendance in the first four cir 
cults have been excellent. Reports from the phys 
eurolled have been gratifving to the Committee. Phy 
sicians enrolled in this program are urged to bring eu 
patients who are diagnostic or therapeuti problems to 
the Clinie for presentation and discusison by Doctor 
Becker and the group. 
Information regarding the fifth cireuit will be an ‘ 
nounced in the next issue of the Journal 





Withering made this penetrating observation in 
his classic monograph on digitalis: “The more I 
saw of the great powers of this plant, the more it 
seemed necessary to bring the doses of it to the 
greatest possible accuracy.”" 


To achieve the greatest accuracy in dosage and at 
the same time to preserve the full activity of the 
leaf, the total cardioactive principles must be iso- 
lated from the plant in pure crystalline form so 
that doses can be based on the actual! weight of the 
active constituents. This is, in fact, the method by 
which Digilanid® is made. 


Digilanid contains all the initial glycosides from 
Digitalis lanata in crystalline form. It thus truly 
represents “the great powers of the plant” and 
brings “the doses of it to the greatest possible 
accuracy”. 















Clinical investigation has proved that Digilanid is 
“an effective cardioactive preparation, which has 
the advantages of purity, stability and accuracy as 


to dosage and therapeutic effect.” 


Average dose for initiating treatment: 2 to 4 tab- 
lets of Digilanid daily until the desired therapeutic 
level is reached. 

Average maintenance dose: | tablet daily. 

Also available: Drops, Ampuls and Suppositories. 
1. Withering, W.: An account of the Foxglove, London, 1785 


2. Rimmerman, A. B.:; Digilanid and the Therapy of Congestive 
Heart Disease, Am. J. M. Sc. 209: 33-41 (Jan.) 1945 


Literarure giving further details about Digilanid and Physician's Trial 
Supply are available on request 


andoz 
harmaceuticals 


DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, NEW YORK 
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THAT MORE MAY KNOW 


That Wor May Lounger 


Ownership of the Spen- 
cer Road Sanitarium was 






given as an outright gift 
to the Oklahoma Medical 
Research Foundation late 
in February by Coyne 
Campbell, M.D., Oklahoma 
City psychiatrist who 
founded the hospital two years ago. 

Valued at $250,000, the gift includes nearly eight 
acres of land, a hospital building, three cottages, a 
dining hall, kitchen, treatment rooms and a_ storage 
building. The sanitarium can accommodate 90 patients. 

Doctor Campbell, who has practiced psychiatry in 
Oklahoma City since 1933, explained that the gift was 
‘*without any strings or conditions.’’ In a letter to 
Foundation officials, he said, ‘‘ You are free to do with 
it as you see fit. I am tremendously interested in the 
Oklahoma Medical Research Foundation and, for some 
time, I have been contemplating a gift to the Founda 
tion. 

‘I hope that this gift will enable you, directly on 
indirectly to do research in the particular fields of 
medicine in which I am interested. But this gift is 
without any condition as to the use to which you will 
put this property.’’ 

‘*Tt is the largest single contribution the Foundation 
has yet received,’’ Hugh Payne, general manager, said. 

He explained that the Foundation plans to operate 
the sanitarium as in the past, with its net income going 
into the general fund of the Foundation. 

The sanitarium has functioned with an open staff, 
and this policy will be continued with the same person 
nel, Payne explained. 

‘*This is the greatest day in the history of the Foun 
dation,’’ declared Ancel Earp, Oklahoma City business 
man who is chairman of the executive committee of the 
Foundation. **This gift will mean a substantial vearly 
income to help finance the work of the institute, and 
we are most grateful,’’ he continued. 

Doctor Campbell, who graduated from the University 
of Oklahoma in 1924 and attended the state university 
medical school a year before transferring to Rush Med 
ical College at the University of Chicago, will continue 
his private practice in his clinic at 2920 N. Classen, 

He received his medical degree in 1928. After prac 


ticing in Frederick, he became assistant superintendent 
of the Western State Hospital at Fort Supply. 

He left his practice in Oklahoma City in 1936 for a 
year of post graduate work at the Chicago Institute 
of Psychoanalysis and returned to open a private sani 
tarium at N. E. 4th and Walnut. 

The sanitarium given to the Foundation, located at 
NE 25 and Spencer road is designed for chronic and 
convalescent psychiatric patients and alcoholics. 

In explaining his gift to the Foundation, Doctor 
Campbell said, ‘‘I always wanted to do medical re 
search, but I got sidetracked into elinical medicine. 
This gift will compensate partially for my not having 
done research. Also, I had rather make this gift at the 
age of 45 and see something come of it than wait until 
I am 75 to give it. I can now see the fruits of my 
labor benefit other persons.’’ 

The Foundation gift came at the beginning of a 
Development Fund campaign to provide an additional 
$2,500,000 in operating capital for the Foundation. A 
drive in 30 counties of the state, combined with a 
statewide effort seeking large gifts was conducted du 
ing the late winter months to assure financial security 
for the Foundation over a 10 year period. 





‘‘This gift, which came voluntarily from Doctor 
Campbell, was of tremendous importance and value as 
an impetus to the campaign, as an additional benefit,’’ 
Payne pointed out. 

‘*This gift assures the Foundation of a substantial 
yearly income, and in addition, gives positive proof to 
the people of Oklahoma of the great possibilities the 
Foundation has for benefiting al! mankind it was 
a wonderfully generous act on the part of Doctor 
Campbell, and a terrific stimulus to our development 
program campaign,’’ he continued. 


MEDICAL SOCIETIES 
AROUND THE STATE 


PITTSBURG COUNTY 
Installation of officers was held at a recent Pittsburg 
County Medical Society meeting in McAlester. New 
officers are Thurman Shuller, M.D., McAlester, president 
elect; W. P. Lerblance, Jr., M.D., Hartshorne, president ; 
Ek. D. Greenberger, M.D., McAlester, vice-president; H. 
C. Wheeler, M.D., secretary-treasurer. 


GREER COUNTY 
Members of the Greer County Medical Society and 
the Auxiliary met in Mangum February 13 for dinner 
and scientific session. W. F. Lewis, M.D., Lawton, lee 
tured and showed slides on complications of floating 


kidneys. 


STEPHENS COUNTY 
Dr. and Mrs, F. W. Taylor and Dr, and Mrs. R. A. 
Ellis entertained the Stephens County Medical Society 
and Auxiliary at a dinner meeting in the Magnolia room 
of the Chisholm Trail hotel recently. Following the 
dinner, Neal Lysaught, M.D., Oklahoma City, spoke to 
the Society on ‘‘Nervous Conditions in Children’’. A 
book review, The Doctor Has Three Faces, was given 

by Mrs. E. G. King for the Auxiliary. 


CLEVELAND COUNTY 
‘*Workings of Government Medicine’’ was the topie 
Basil A. Hayes, M.D., Ok'ahoma City, used when he 
addressed members of the Cleveland County Medical 


Society at a recent meeting. 


NORTHWEST COUNTIES 

More than 60 physicians and guests of the North 
western Counties Medical Society attended the meeting 
in Woodward recently when a 50 Year Pin was pre 
sented to O. C. Newman, M.ID., Shattuck. Lectures and 
slide demonstrations on common skin troubles were 
given by Robert Morgan, M.D. and H. A. Foerster, 
M.D., both of Oklahoma City. Next meeting of the 
Society will be held at Mooreland in April. Additional 
information on presentation of Dr. Newman’s 50 veat 


pin appears elsewhere. in this issue. 


TULSA COUNTY 
Monthly buffet suppers preceding the regular monthly 
meeting of the Tulsa County Medical Society have been 
instituted. Following the February 27 buffet supper, 
Paul W. Schaefer, M.D., Kansas City, spoke to the 
group on ‘*Surgical Problems Relative to the Biliary 
System and Pancreas’’. Dr, Schaefer is associate pro- 
fessor of surgery at the University of Kansas School 
of Medicine, Another February meeting featured R. M. 
Shephard, M.D., Tulsa chest surgeon and specialist in 
diseases of the lung. He spoke on ‘**Clinical Differential 

Diagnosis of Certain Lung Diseases’’ 
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ANNOUNCEMENTS 


OKLAHOMA STATE MEDICAL ASSOCIATION. 


June 5, 6, 7. Municipal Auditorium. Oklahoma City. 


AMERICAN MEDICAL ASSOCIATION, June 26 


30. San Francisco. 


OKLAHOMA CITY CLINICAL SOCIETY. Oct. 30 
}1, Nov. 1-2, Biltmore Hotel. Oklahoma City. 


POSTGRADUATE MEDICAL ASSEMBLY IN 
ENDOCRINOLOGY. Roney Plaza Hotel, Miami Beach, 
Florida, April o-8, Sponsored by the Association for the 
Study of Internal Secretions and the American Diabetes 


Association. 


\MERICAN ASSOCIATION OF INDUSTRIAL 
PHYSICIANS AND SURGEONS. April 22-29. Sher 


man Hotel. Chicago. 


CORPS EXAMINATIONS FOR MEDICAL OFFI 
CERS. May 15, 16, 17. Applications must be received 
not later than April 17, 1950. 


INTERNATIONAL AND FOURTH CONGRESS 
ON OBSTETRICS AND GYNECOLOGY. May 14-19 
Statler Hotel. New York. 


NATIONAL TUBERCULOSIS ASSOCIATION, April 
24-28. Washington, D. C. 


AMERICAN BOARD OF OBS.-GYN. Oral and path 
ology examinations Part I1) for all candidates will 
be conducted at the Shelburne, Atlantic City, New 
Jersey by the entire board from Sunday, May 21 
through Saturday, May 28. Candidates for re-examina 
tion must make written application by April 1. Appli 
cations are now being received for the 1951 examina 


tions 


U. S. CHAPTER, INTERNATIONAL COLLEGE 
OF SURGEONS. 1950 Assembly October 51, Novembei 
1, 2, 3. Cleveland Publie Auditorium. 


RESOLUTION 

WHEREAS, the untimely death of Doctor Duke Vin 
cent has left a void in his community, profession, and 
in the hearts of his colleagues and his family, and 

WHEREAS, his benevolence and wisdom will be 
keenly missed by all who were fortunate enough to 
know him during his association with the University 
of Oklahoma Medical Department and in the practice 
of medicine, and 

WHEREAS, his outstanding personality and willing 
ness to cooperate In any program will be sorely missed 
at civic and medical meetings, 

NOW THEREFORE BE IT RESOLVED, that we 
the members of the Northwest Counties Medical Society 
do hereby express our sense of bereavement and further 
more we wish to send the family of our friend and 
comrade our deepest sympathy, and 

BE IT FURTHER RESOLVED that we make known 
our sentiments and that a copy of this resolution appear 
in the minutes of the Northwestern Counties Medical 
Society and that the Oklahoma State Medical Associa 
tion be notified. 

Respectfully submitted, 
Signed H. M. Newman, M.D. 

H. Walker, M.D. 

C. E. Williams, M.D. 


Resolutions Committee 
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A BIG TIME-SAVER 
FOR EVERY DOCTOR 














































This handy booklet for new 
mothers was “built to doctors’ 
orders”. It contains blank forms 
for filling in your instructions 
and formulas. 

It provides a permanent case-his- 
tory record. A memo will bring 
you asample...or as many as you 
want for your daily practice... 
without obligation. 


Many doctors are prescribing 
“Daricraft Homogenized Evapo- 
rated Milk”. It is always uniform, 
safe, sterilized, easy to digest, and 
high in food value and minerals. 
Daricraft contains 400 U. S. P. 
units of Vitamin D per pint. 











PRODUCERS CrEAmMERY Co. SPRINGFIELD, Mo. 





176 JOURNAL OF THE OKLAHOMA STATE MEpDICAL ASSOCIATION 


HAVE YOU HEARD? 











Charles Stephen Stotts, M.D., and Mrs, Stotts, Paw 
huska, have returned from a five weeks trip to Mexico. 


Leon F. Ainnan, M.D.., Medford, discussed the heart 
and its ailments and the heart fund campaign at a 
recent Business and Professional Women’s club meeting 
there. 

William Bernell, M.D., Hobart, is building a mod 
ernistic type 15 room one story clinic building. 


Rk. B. Hayes, M.D., Guymon, has donated a bound 
copy of the Jillustrated London News of 1852 to the No 
Man’s Land Historical Museum. 


Dean Walker, M.D., son of Roscoe Walker, M.D., 
Pawhuska, has completed his residency at Bellevue Hos 
pital and is practicing in Tulsa. 


Harper Wright, Sr., M.D., Oklahoma City, was re 
cently featured in an article in the Capitol Till Beacon. 


Mack I. Shanholtz, M.D., Wewoka, discussed the work 
of the county health departments at a Rotary Club 
meeting in that city. 


BE. M. Henry, M.D., Muskogee, was guest speaker at 
the meeting of the Muskogee Society of x Ray Tech 


nicians. 


Paul Champlin, M.D., Enid discussed cancer research 
at the Bishopian Club. 

G. E. Haslam, M.D., Anadarko, spoke on ‘* Medicine, 
Eye, Ear, Nose, and Throat’’ at a Rotarion luncheon 
there. 


C. Rile y Strong, M.D., El Reno discussed ‘‘ Medicine as 
it Affects You’’ when he spoke to the Canadian county 
home demonstration council. 


J. P. Braun, M.D. and J. William Finch, M.D... Ho 
bart, are building a new four doctor office building. 


F. P. Baker, M.D., Talihina, was one of the charter 
members present recently when the Talihina Lions club 


celebrated its twentieth anniversary. 


Vorris Smith, M.D., Guymon, is taking a three months 
post graduate course in surgery at the University of 


Florida. 


M. K. Braly, M.D., and family, Mooreland, have re 
turned from a trip to Puerto Rico. 


C. E. Northeutt, M.D., Ponea City, was the principal 
speaker at the meeting of the Oklahoma Druggists As 
sociation held in Pawhuska recently. Dr. Northcutt spoke 
on socialized medicine as it pertains to the the doctor, 


druggist and patient. 


Robert W. Head, M.D., has assumed the directorship 
of the Choetaw-McCurtain County health department. 

R. H. Lynch, M.D., Hollis, was elected county chair 
man of the Harmon County Democrats. 


J. E. Hollis, M.D., Bristow, and J. B. Hollis, M.D., 
Mangum, attended a reunion of their class at the Uni- 


versity of Tennessee re ‘ently. 


Hl. K. Speed, M.D., Sayre, discussed the progress 
made in the medical field during his lifetime at the 


Kiwanis Club luncheon there recently. 


R. K. McIntosh, M.D., has moved into the new Pro 
fessional Building in Tahlequah. 

W. G. Husband, Jr.. M.D. and Jim Billy Parker, M.D., 
have begun construction on a new clinic in Elk City. 





DO YOU KNOW? 


That dates for the Oklahoma State Medical 
Association Annual Meeting have been changed 
to June 5, 6, and 7 with the House of Delegates 
scheduled for Sunday, June 4? Dates were orig 
inally set for May. This year’s Annual Meeting 
will be held in the Municipal Auditorium, Okla 
homa City. For further information see Presi 
dent’s Page, page 162 and news story page 166. 
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MID-WEST SURGICAL SUPPLY CO., INC. 
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CARDIAC DISEASE IN PREGNANCY. Vander Veer. 
J. B. and Kuo, P. L, Div. of Med., Pennsylvania Hos- 
pital, Philadelphia, Pa., Am., Heart Jour. 39:2, Jan- 
uary. 1950. 

An analysis of 409 pregnant women with heart di 
sease 1.5 per cent of all deliveries delivered at the 
Pennsylvania Hospital revealed: 

1. Fourteen of these patients expired. 

2. Congestive heart failure was the main or con 
tributory cause of death in 10 of these 14 patients (71 
per cent). In seven of these 10 patients the acute episode 
of congestive failure took place between the seventh 
and eighth month of gestation. Death occurred in these 
10 patients in from six to 40 hours after delivery with 
increasing dyspnea, cyanosis and pulmonary edema. 
The circulatory load was noted to increase steadily 
from third month to a maximum just before the last 
month of gestation. 

3. Various types of acute infections were responsib‘e 
for seven of the 14 deaths (50 per cent). In fow 
patients the acute infection precipitated acute conges 
tive failure and death. 

4. Fetal mortality in these 409 cardiacs was 13.2 
per cent, most common cause of death was prema 
turity. Six post-mortem caesarian sections were done 
immediately after death of the mother but none were 
effective in obtaining a living infant. 

5. Decreasing functional capacity of patient’s heart 
beat determined by frequent and careful examination, 
early failure manifested by tachycardia, dyspnea, moist 
rales at lung bases; digitalization indicated. 

6. Authors strongly recommended careful prenatal ob 
servation for signs of early failure in pregnant cardiacs 
with prompt control of failure by Na restriction, digi 
talization, aminophylline, O, and diuretics as indicated. 
Also early control of acute respiratory infections. 
DEVELPOMENT OF SPERMATOGENESIS IN HYPO- 

GONADISM. Hurxthal, L. M., Bruns, H. J., and Musu- 

lin, N., Dept. Int. Med., Lahey Clinic, Boston, Mass., 

J. Clin. Endocrinology 9:1245, December, 1949. 

The authors discuss the problem of inducing spermat 
ogenesis in hypogonadism and present five cases of 
hvpogonadotrophie eunuchoidism or panhypapituitarism 
successfully treated with testosterone alone or combin 
ed with chorionic gonadotropin. They consider several 
hormonal variations in hypogonadotrophic eunuchoid 
sm: 1. In all cases there must be a_ deficiency of 
testosterone or male sex hormone, this deficiency due 
either to deficient production of luteinizing by the 
ituitary producing failure of male sex hormone pro 
duction, or a primary failure of the Leydig (inter 
stitial) cells of the testes to respond to stimulation by 
LH, or failure of their precursors to become Leydig 
ells. The authors recommend that in eunichoidism with 
testes small but of normal contour and firmness, that 

trial of chorionie gonadotropin is worthwhile and it 
there is a response, testosterone may be substituted. Their 
patients were aged 21, 25, 18 and 45 vears of age, 
hhotographed showing characteristic Froelich syndrome 

physiques with hypogonadism, all with obvious im 

vrovement after treatment, consisting of testosterone 

proprionate IM 25 mgs. ever three to five days for 
several months to a year, followed by methyltestosterone 
rally 10-30 mgms. daily. Satisfactory spermatogenesis 


*Postgraduate Instructor in Internal Medicine 
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Ropert M. Becker, M.D. 


Was estab'ished in four of the five cases. Sustained im 
provement Was noted for several vears after cessation 


of all therapy in some cases 


DERMATITIS FOLLOWING THE USE OF PYRIBENZA- 
MINE AND ANTISTINE. Sherman, W. B., and Cooke, 
R. A., Div. of Allergy, Roosevelt Hospital, New York 
City 19. New York. Jour. of Allergy 21:63, January, 
1950. 

Proven allergic contact dermatitis due to Antistine 
eyedrops and Pyribenzamine ointment are reported by 
the authors. Sensitivity to these antihistaminie drugs in 
two patients was proven by clinical observation and 


patch skin testing. 


PITUITARY MYXEDEMA: REPORT OF 3 CASES. Tucker. 
H. St. Geo., Jr., Chitwood, J. L.. Parker, C. P.. Jr.. 
Med. Service. McGuire Vet. Adm. Hosp., Richmond. 
Va. Ann. Int. Med. 32:52, January, 1950. 

Means et al originally described ‘* Pituitary Myxe 
dema’’ in a group of patients who manifested evidence 
of wide-spread glandular deficiencies (adrenal, gonadal, 
ete.) as well as hypothyroidism and who did not re 
spond well to thyroid treatment. The authors report 
three patients with anterior pituitary failure masque 
rading as myxedema. Besides the obvious myxedema, the 


degrees of hypogonadism 


patients manifested varying 
and adrenal insufficiency. In contrast to Means original 
observations, this group reports that with ‘* adequate 
thyroid administration, all findings of myxedema were 
relieved in each case.’’ Doses of dessicated thvroid 
ranged from two to three grs. daily. It was concluded 
that the thyroid therapy was more successful when 
combined with testosterone, desoxycorticosterone and salt 
when indications of gonadal and adrenal cortical in 
sufficiency respectively, were present The primary 
pituitary lesion in each of their cases seemed to be a 


chromophobe adenoma. 


CHOLESTEROL CONTENT OF THE CORONARY AR- 
TERIES AND BLOOD IN ACUTE CORONARY AR- 
TERY THROMBOSIS. Morrison, L. M., and Johnson, 
K. D., Dept. Int. Med., Los Angeles County Hosp., 
Los Angeles, Calif.. Am. Heart Jour. 39:31, January. 
1950. 

Significantly increased amounts of cholesterol were 
found in the coronary arteries and blood of eleven pa 
tients who died of coronary thrombosis, as compared 
to a control group of 25 patients of sin ilar age 





who died of diseases other than coronary throm 
The authors conclude that a disturbance in lipid metab 


olism is a factor in the pathogenes s of atherosclerosis. 


TREATMENT OF PAROXYSMAL SUPRAVENTRICULAR 
TACHYCARDIA WITH LANATOSIDE C. Barrow. G. 
J.. Atlanta, Ga. Ann. Int. Med. 32:116, January, 1950. 
Twenty-six patients with paroxysmal supraventricular 
auricular or nodal) tachveardia, who had been unsu 

cessfully treated with vagal stimulation (carotid sinus 

and ocular pressure, Papping and Valsalva maneuvet 
were all successfully treated with rapid digitalization, 
intravenous Lanatoside C, usual dosage of 1.2 mgm 
given over a period of 1 to 2 minutes. If in 30 minutes, 
the abnormal rhythm was not converted to normal, an 
additional 0.4 mgm. was given IV. Time required for 
nversion to normal varied from two to SS minutes, 
average being 19 minutes No significant toxie reactions 


were noted, 
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OFFICERS OF COUNTY SOCIETIES, 


April, 1950 


1950° 














COUNTY PRESIDENT 
Alfalfa..........................Jack F. Parsons, Cherokee 
Atoka-Bryan-Coal- 

PN sisctccininnienat B. B. Coker, Durant 
I H. K. Speed, Sayre 


C. L. Rogers, Canton 
Paul Smith, Carnegie 
Joseph H. Goldberger, El Reno 


SEES 
Caddo 
Canadian. 





Carter............................Pat Lawson, Marietta 
Cherokee..............-.-.-.-..-P. H. Medearis, Tahlequah 
Choetaw-MeC urta’ iin 

Pushmataha..............Floyd L. Waters, Hugo 


James F. Hohl, Norman 
Lawrence W. Ferguson, Lawton 


Cleveland 
Comanche.... 









Cotton..................---------- Willard L. MeGraw, Walters 
Craig-Ottawa. iigsidiiat ...J.. P. Hetherington, Miami 
Se J. F. Curry, Sapulpa 
I iceaiansisnistnsienn _C. B. Cunningham, Clinton 
Garfield-Kingfisher. Charles J. Roberts, Enid 
0 Eee Jesse R. Waltrip, Pauls Valley 
Grady..............-.--+--------Aaron Little, Chickasha 
ne I. V. Hardy, Medford 
_ SNE David Fried, Mangum 
Re ...Russell Lynch, Hollis 
Haskell-LeFlore...........N. K. Williams, McCurtain 
— hetsstseuseseveeeeeeeeds, A. §. Johnston, Holdenville 
III isscicnsiateminiaicieianetia Willard D. Holt, Altus 
* Jefferson. easetiashdiaideanili 
Kay-Noble....................... W. Francis, Perry 
Kiowa-Washita.............] M. Wilson Mahone, Hobart 
Lincoln..........-.----.--------farold T. Baugh, Meeker 
PII csntiessnsenininitobinnncl Phillips R. Fife, Guthrie 
McClain.......... .....Paul Obert, Purcell 
Muskogee-Se quoyt ah 

Wagoner Carson L. Oglesbee, Muskogee 
Northwestern................E. A. MeGrew, Beaver 
Okfuskee............-..---.---M. L. Whitney, Okemah 
Oklahoma... .......J0hn F. Kuhn, Oklahoma City 
fee M. L. Peter, Okmulgee 
*Osage. <annimsdtaiaaehnrennni 
Payne Pawnee..............M. L. Saddoris, Cleveland 
ESR William P. Lerblance, Jr., 

Hartshorne 

Pontotoe-Murray.........- E. R. Muntz, Ada 
Pottawatomie...............C. C. Young, Shawnee 
Rogers-Mayes.....-..- Paul B. Cameron, Pryor 
Seminole.............-.--....--.). D. Wood, Seminole 
eee W. R. Cheatwood, Duncan 
Texas : .....4. A. Hopkins, Guymon 
Tillman........-..--.------------J. E. Arrington, Frederick 
Tulsa ..Fred E. Woodson, Tulsa 


Washington Nowata....R. C. Gentry, Bartlesville 
Woods I). B. Ensor, Hopeton 


"Secretaries of the counties left blank in the above listing are asked to send in a list of 
Executive Office, 210 Plaza Court, Oklahoma City, as soon as possible 


nert iwesue, 


SECRETARY 
John X. Blender, Cherokee 


Roger W. Witt, Durant 

V. R. Payne, Cheyenne 

Virginia Curtin, Watonga 

E. T. Cook, Jr., Anadarko 
Jack W. Myers, El Reno 

Ethel M. Waiker, Ardmore 

R. K. MeIntosh, Jr., Tahlequah 


H. D. Wolfe, Hugo 

James O. Hood, Norman 
Charles Graybill, Lawton 
Mollie Scism, Walters 

J. E. Highland, Miami 
Walter Cale, Sapulpa 

J. B. MeGolrick, Clinton 
Roscoe C. Baker, Enid 

John R. Callaway Pauls Valley 


B. M. McDougal, Chickasha 
F. P. Robinson, Pond Creek 
J. B. Hollis, Mangum 
Robert Srigley, Hollis 

G. M. Hogaboom, Heavener 
Gene Slagel, Holdenville 
Maleolm Mollison, Altus 


W. H. Cooper, Ponea City 


Cc. D. Northeutt, Ponca City, 


Executive Secretary 
William Bernell, Hobart 
Glenn 8. Collins, Prague 
John Souter, Guthrie 
W. C. McCurdy, Jr., Purcell 


Virgil D. Mathews, Muskogee 
C. W. Tedrowe, Woodward 
Dayton Rose, Okemah 

Ralph Smith, Oklahoma City 


Mrs. Muriel Waller, Exec. Secty. 


S. B. Leslie, Okmulgee 


J. H. Rollins, Pawnee 
H. C. Wheeler, McAlester 


C. P. Taylor, Jr., Ada 
Clinton Gallaher, Shawnee 
P. S. Anderson, Claremore 
Mack Shanholtz, Wewoka 
Fred W. Taylor, Duncan 
W. N. Oxley, Texhoma 
O. B. Bacon, Frederick 


John G. Matt, Tulsa 

Mr. Jack Spears, Exee. Seety. 
R. J. Bogan, Bartlesville 
W. F. LaFon, Alva 





STATE BOARD OF HEALTH 


Grady F. Mathews, M.D., Oklahoma City. 





(Number after name indicates years to be served.) 
Arnold Schwallisch, Engineer, El Reno (9); M. 

M.D., Okemah (8); R. Rountree, M.D., Oklahoma uy (7); 

Bert Loy, Hospital Administrator, Oklahoma City (5); 


Reed, D.O., Tulsa (4); Charles Ed White, M.D.., i 
(3); Otto Whiteneck, D.D.S., Enid (2); T. H. McCarley, M.D., 


McAlester (9); Roy L. Fisher, M.D., Frederick (4). 


STATE BOARD OF MEDICAL EXAMINERS 


H. C. Weber, M.D., Bartlesville, President; Clinton Galla- 
her, M.D., Shawnee, "Secretary: R. B. Gibson, M.D., Ponca 
City; Hugh H. Monroe, M.D., Pauls Valley; Everett G. King, 


M.D., Duncan: O. C. Newman, M.D., Shattuck; and John 
Perry, M.D., Tulsa. 


L. Whitney, 


MEETING TIME 
Last Tues. each 
Second Month 


Second Tuesday 
Third Thursday 
Third Thursday 
Subject to Call 
Second Tuesday 
First Tuesady 


Fourth Thursday 
Second Tuesday 
Third Friday 


Second Tuesday 

Third Thursday 

Fourth Thursday 

Wed. before 3rd 
Thur. 

Third Thursday 


2nd Mon. Ea. Mo. 
First Wednesday 


Third Tuesday 
Last Monday 

Second Monday 
Second Thursday 


First Wednesday 
Third Tuesday 


First Tuesday 

2nd Thurs. Even Mo. 
2nd Mon. Ea. Mo. 
Fourth Tuesday 


Second Monday 
Third Thursday 
Third Friday 
Third Friday 


Ist and 3rd Wed. 
Third Wednesday 
Third Wednesday 
Third Wednesday 
Third Wednesday 


Second and Fourth 
Monday 


2nd Wed. Odd Months 
their officers to the 


so that all counties may be included in the 


~ COMMITTEE ON STANDARDIZATION 


(As approved by the Crippled Children Act) 
Earl D. McBride, M.D., Chairman, 605 N. W. 10th St, 


Copaheme City 


F. iS amean, M.D., Alva, Vice-Chairman. 
‘& N. Hamilton, Secretary, ‘805 Midwest Bldg., Oklahoma 


City. 


j. F.. Park, M.D., McAlester; Floyd Newman, M.D., Shat- 
tuck; E. Eugene Rice, M.D., Shawnee, and M. M. Williams, 


D.D.S., Chickasha. 








REGIONAL DIRECTORS AMERICAN CANCER SOCIETY 


(Representing Kansas, Missouri, Arkansas, Oklahoma, Texas) 
C. Nesselroade, M.D., Kansas City, Missouri. 
aS. S. Lain, M.D., Oklahoma City. 
Executive Director 
B. Branch, M.D., Commerce Exchange Bldg., Oklahoma 


J.R 
City, Okla. 























